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Pulvules” 
Tlosone 


... in a more acid-stable form... for greater therapeutic activity 


¢ more antibiotic available for absorption 
e new prescribing convenience 
same unsurpassed safety 


Pulvules - Suspension - Drops 


llosone® (propiony! erythromycin ester lauryl sulfate, Lilly) 


ELI LILLY AND COMPANY e+ INDIANAPOLIS 
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one businessman has epilepsy... even his colleagues | 
need not know—if his seizures are adequately controlled | 


With proper medication, epileptics may achieve success in a wide variety of professions.' 


for improved seizure control 


® SODIUM KAPSEALS® ... O¢tStandingly effective in grand mal and psychomotor seiz- 

ures: “DILANTIN is an effective anticonvulsant which is useful in controlling 

| lA N T N epileptic attacks of any type with the exception of idiopathic petit mal.” “It 
[DILANTIN] is one of the few useful anticonvulsants in which oversedation is not a common problem when 


full therapeutic doses are employed.”’ DILANTIN Sodium (diphenylhydantoin sodium, Parke-Davis) is avail- 
able in several forms, including Kapseals of 0.03 Gm. and of 0.1 Gm., in bottles of 100 and 1,000. 


other members of THE PARKE-DAVIS FAMILY OF ANTICONVULSANTS 
for grand mal and psychomotor seizures: PHELANTIN® Kapseals (Dilantin 100 mg., phenobarbital 30 mg., 
desoxyephedrine hydrochloride 2.5 mg.), bottles of 100. for the petit mal triad: MILONTIN® Kapseals (phen- 
suximide, Parke-Davis) 0.5 Gm., bottles of 100 and 1,000; Suspension, 250 mg. per 4 cc., 16-ounce bottles 
* CELONTIN® Kapseals (methsuximide, Parke-Davis) 0.38 Gm., bottles of 100. 

LITERATURE SUPPLYING DETAILS OF DOSAGE AND ADMINISTRATION AVAILABLE ON REQUEST. 
(1) Abraham, W., in Green, J. R., & Steelman, H. F.: Epileptic Seizures, Baltimore, Williams & Wilkins Company, 
1956, p. 132. (2) Crawley, J. W.: M. Clin. North America 42:317 (March) 1958. (3) Bray, P. F.: Pediatrics 23:151, 1959. 


| PARKE-DAVIS PARKE, DAVIS & COMPANY 


Detroit 32, Michigan 27660 
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IN A“PROBLEM” ARTHRITIC 


In “escaping” rheumatoid arthritis. After gradually “escaping” the ther- 
apeutic effects of other steroids, a 52-year-old accountant with ar- 
thritis for five years was started on Decapron, 1 mg. /day. Ten months 
later, still on the same dosage of Decapron, weight remains constant, 
she has lost no time from work, and has had no untoward effects. She 
is in clinical remission.* 


New convenient b.i.d. alternate dosage schedule: the degree and extent of relief provided by 
DECADRON allows for b.i.d. maintenance dosage in many patients with so-called “chronic”’ condi- 
tions. Acute manifestations should first be brought under control with a t.i.d. or q.i.d. schedule. 


Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100. Aliso available 
as Injection DECADRON Phosphate. Additional information on DECADRON is available to physicians 
on request. DECADRON is a trademark of Merck & Co., Inc. 


‘From a clinical investigator's report to Merck Sharp & Dohme. 


TREATS MORE PATIENTS MORE EFFECTIVELY 


mOo MERCK SHARP & DOHME - Division of Merck & Co., Inc., West Point, Pa. 
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in infectious 

in 

in hepatic 

in malabsorption syndrome 
in degenerative 
in cardiac disease 

in dermatitis 

in peptic ulcer** 

in neuroses & psychiatric disorders?*-* 
in diabetes 

in 

in ulcerative colitis 

in 

in pancreatitis 

in female climacteric 


Patients with chronic disease deserve 
the nutritional support provided by 


11 vitamins, 8 minerals 
Clinically-formulated and potency 
protected to provide 


enougn nutritional Support 
dO some 
. 
with vitamins only 
Therag 
eragran 
also available: 


Theragran Liquid 
Theragran Junior 


Theragran products do not contain folic acid. 


1-41 alist of the above references will be supplied on request. 


1S & TRADEMARK Squibb Quality—the Priceless Ingredient 


2297". 
| ibb Vitamin-Minerals for The 
A 
~ 
2 Squisse 


This beautifully illustrated volume, in a completely re- 
vised edition, covers virtually every aspect of obstetrics 
from nutritional counseling of the mother in early stages 
of pregnancy to pathology of the newborn. Dr. Green- 
hill and his collaborators fully explain the mechanisms 
of labor plus step-by-step procedures in delivery. Effec- 
tive care at every stage is detailed—immediate treatment 
of unexpected difficulties; prevention of accident and in- 
fection; relief of discomfort; management of various 
disease states concurrent with pregnancy. Complications 


New (12th) Edition!—Thoroughly Revised and Up-to-Date 
Greenhill—Obstetrics 


and pitfalls are well outlined. The authors bring you fuller 
understanding of such topics as: Antepartum Care—T ox- 
emias of Pregnancy—Abortion—Multiple Pregnancy— 
Effects of Labor on the Child—Breech Extraction—Etc. 


From the Original Text by JOSEPH B. DELEE, M.D. By J. P. GREEN- 
HILL, M.D., Senior Attending Obstetrician and Gynecologist, The 
Michael Reese Hospital; Obstetrician and Gynecologist, Associate 
Staff, The Chicago Lying-In Hospital; Attending Gynecologist, Cook 
County Hospital; Professor of ynecology, Cook County Graduate 
School of Medicine. With the Assistance of 23 Eminent Collaborators. 
1098 pages, 7”x10”, with 1219 illustrations on 903 figures, 119 in 
color. $17.00. New (12th) Edition! 


A New Book!—Useful Techniques for Interpreting Chest Roentgenograms 


Felson—Fundamentals of Chest Roentgenology 


This practical text presents a clear introduction to x-ray 
diagnosis by demonstrating many useful techniques for 
interpreting chest films. It deals primarily with funda- 
mentals and considers specific disease entities only for 
the purpose of illustrating the principles discussed. 
Many beautifully reproduced roentgenograms augment 
and illuminate the text discussions. An extensive series 
of films of normal chests shows minor deviations from 
the normal picture and explains which can be safely ig- 
nored. In addition, Dr. Felson includes a separate chap- 
ter on special roentgen signs which have important 


diagnostic implications. Here you will find The Pul- 
monary Meniscus Sign, The Double Lesion Sign, The 
Notch Sign, The Butterfly Shadow, The Sail Shadow of the 
Thymus, etc. The principles outlined here can be effec- 
tively applied to evaluation of films of other body areas. 


By BENJAMIN FELSON, M_.D., Professor and Director, Department 
of Radiology, University ‘of Cincinnati College of Medicine; Director, 
Department of Radiology, Cincinnati General, Children’s, Daniel 
Drake, Dunham, Christian R. Holmes, and Longview Hosp: :tals; 
Special Consultant, U. S. Public Health Service; nsultant to the 
Dayton and Cincinnati Veterans Administration Hospitals. 301 
pages, 614”x10”, with 450 illustrations on 238 figures. About 
$11.00. New—Just Ready! 


A New Book!— Management of Today’s Industrial Accidents and Hazards 


Johnstone & Miller—Occupational Diseases & Industrial Medicine 


With increased exposure of the public to toxic materi- 
als, more physicians are confronted with situations 
closely related tw the practice of industrial medicine. 
This useful volume compiles all the known information 
about occupational disorders—their prevention, diag- 
nosis and management. The authors illuminate the full 
spectrum of the field from Scope and Elements of Indus- 
trial Medical Practice to Diagnosis of Occupational Dis- 
eases. The major part of the book is devoted to clear, 
concise descriptions of the occupational diseases, utiliz- 
ing the clinical approach throughout. Organization log- 


ically progresses from etiology, signs and symptoms, 
treatment, estimation of permanent and temporary disa- 
bility. Treatment is well outl:ned. Among the injurious 
agents covered, you'll find Noxious Gases, Resins and 
Plastics, Pesticides, lonizing Radtations, etc. 


By RUTHERFORD T. JOHNSTONE, M. D., Consulcant in Industrial 
Medicine, Clinical Professor of Preventive Medicine and Public Health 
and Clinical Professor of Medicine, University of California at Los 
Angeles; and SEWARD E. MILLER, M.D., Director, Ins:itute of Indus- 
trial Health, Professor of Medicine, Medical Sc hool, Professor of In- 
dustrial Health, School of Public Health, University -. Michigan, 
Ann Arbor. 482 pages, 644"x9%4”, illustrated. About $11.50. 
New—Just Ready! 


p---------- 


Order Today from 


Name 


W. B. SAUNDERS COMPANY 
West Washington Square 


Please send and charge my account: 

[] Greenhill’s Obstetrics, $17.00. 

[] Felson’s Fundamentals of Chest Roentgenology, about $11.00. 

[] Johnstone & Miller's Occupational Diseases and Industrial Medicine, about $11.50. 


Philadelphia 5 
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| in common 
Gram-positive 
| infections 
| due to 
i susceptible 
organisms 


YOU CAN 
COUNT ON 


® 


(triacetyloleandomycin) 


even 

in many 
resistant 
Staph 
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1,928 published cases in the two years since 
TAO was released for general use show: 


94.3% effectiveness in respiratory infections (617 cases 
including tonsillitis, staphylococcal and streptococcal pharyngi- 
tis, bronchitis, infectious asthma, broncho-pneumonia, lobar 
pneumonia, bronchiectasis, lung abscess, otitis.) 

You can count on TAO. 


92% effectiveness in skin and soft tissue infections (990 
cases including pyoderma, impetigo, acne, infected skin disor- 
ders, wounds, incisions and burns, furunculosis, abscess, celluli- 
tis, chronic ulcer, adenitis.) You can count on TAO. 


87.1% effectiveness in genitourinary infections (349 
Cases including urethritis, cystitis, pyelitis, pyelonephritis, orchi- 
tis, pelvic inflammation, acute gonococcal urethritis, lympho- 
granuloma venereum.) You can count on TAO. 


75.8% effectiveness in diverse infections (62 cases includ- 
ing fever of undetermined origin, peritoneal abscess, osteitis, 
periarthritis, septic arthritis, staphylococcal enterocolitis, gas- 
troenteritis, carriers of staphylococci.) You can count on TAO. 


95.6% of 1,928 cases free of side effects _ in the remain. 
ing 4.4%, reactions were chiefly mild gastrointestinal disturb- 
ances which seldom necessitated discontinuance of therapy. 


“In 884 of 1,928 cases the causative organisms were mostly 
staphylococci. The majority of clinical isolates were found to be 
resistant to at least one of the commonly used antibiotics and 
many patients had failed to respond to previous therapy with one 
Or more antibiotics. TAO proved 93.4% effective in these 884 
cases. 


Complete bibliography available on request. 


DOSAGE: varies according to severity of infection. Usual adult 
dose—250 to 500 mg. q.i.d. Usual pediatric dose: 3-5 mg. /Ib. 
body weight every 6 hours. 

NOTE: In some children, when TAO was administered at considerably 
higher than therapeutic levels for extended periods, transient-jaundice 


and other indications of liver dysfunction have been noted. A rapid and 
complete return to normal occurred when TAO was withdrawn. 


SUPPLY: TAO CAPSULES—250 mg. and 125 mg.,bottles of 60. 
TAO ORAL SUSPENSION —125 mg. per 5 cc. when reconstituted, 
palatable cherry flavor, 60 cc. bottles. TAO PEDIATRIC DROPS — 
100 mg. per cc. when reconstituted, flavorful; special calibrated 
dropper, 10 cc. bottles. INTRAMUSCULAR or INTRAVENOUS — 
10 cc. vials, as oleandomycin phosphate. 

OTHER TAO FORMULATIONS ALSO AVAILABLE: TAO®-AC (Tao, analgesic, 


antihistaminic compound) capsules, bottles of 36. TAOMID® (Tao with 
Triple Sulfas)—tablets, bottles of 60. Oral Suspension—60 cc. bottles. 


For nutritional support VI T E RR AD vitamins and Minerals 


Formulated from Pfizer's line of fine pharmaceutical products. 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being™ 
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NEWEST 
NUTRITIONAL 
PRODUCT 

FROM ABBOTT 


m To meet special nutritional needs of growing teenagers... 


TRADEMARK 


@ RICH IN IRON, CALCIUM, VITAMINS—IMPORTANT FACTORS 


FOR THE GROWTH YEARS EACH DAYTEENS FILMTAB® REPRESENTS: 


@ FILMTAB-COATED TO CUT SIZE AND ASSURE FULL POTENCY Waa Boa ke: (1000 units) 25 mcg. 
Thiamine Mononitrate (Bi)...................... 2 mg. 
@ HANDSOME TABLE BOTTLES AT NO EXTRA COST (100-S!ZE) 2 mg. 
ALSO SUPPLIED IN BOTTLES OF 250 AND 1000. Nicotinamide 20 mg. 
Pyridoxine Hydrochloride..................... . 0.5 mg. 
Vitamin Bi2 (as cobalamin concentrate)....... 2 meg. 
NOW, DAYTEENS JOINS THE COMPLETE LINE Calcium Pantothenate 5 mg. 
OF QUALITY VITAMINS BY ABBOTT: 50 mg. 
FILM TAB FILM TAS FILM TAS Copper (as sulfate) 0.15 mg. 
OPTILETS® lodine (as calcium iodate)..................... 0.1 mg. 
OPTILETS-M® Bottles of 100, Manganese (as 0.05 mg. 
: Table botties of 500 and 1000 Magnesium (as oxide)....................0..-. 0.15 mg. 
DAYALETS-M® Therapeutic formula of Caicium (as 250 mg. 
th bottles the essential B- le 
for more severe de- stress, post-surgery, etc. 
ficiencies—iliness 
“nutritionally run-down” ifection, etc. 


VITAMINS by ABBOTT 


MTAS—FILM-SEALED TASLETS, ABBOTT © i900, aseorr Lasoraronies 0090338 


ABBOTT 
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inner 
protection 


(Triacetyloleandomycin, Triaminic® and Calurin®) 


safe antibiosis 


Triacetyloleandomycin, equivalent to oleandomycin 
125 mg. This is the URI antibiotic, clinically effective 
t O against certain antibiotic-resistant organisms, 


contain fast decongestion 
the Triaminic®, 25 mg., three active components stop run- 


b act eri a-prone ning noses. Relief starts in minutes, lasts for hours. 
cold well-tolerated analgesia 


Calurin®, calcium acetylsalicylate carbamide equivalent 
to aspirin 300 mg. This is the freely-soluble calcium 
aspirin that minimizes local irritation, chemical erosion, 
gastric damage. High, fast blood levels. 


TAIN brings quick, symptomatic relief of the common 
cold (malaise, headache, muscular cramps, aches and 
pains) especially when susceptible organisms are likely 
to cause secondary infection. Usual adult dose is 2 Inlay- 
Tabs, q.i.d. In bottles of 50. B only. Remember, to con- 
tain the bacteria-prone cold...TAIN. 


SMITH-DORSEY - LINCOLN, NEBRASKA 


a division of The Wander Company 
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...for the tense and nervous patient 


’ Despite the introduction in recent years of “new and different’’ tranquil- 
izers, Miltown continues, quietly and steadfastly, to gain in acceptance. 
| Meprobamate (Miltown) is prescribed by the medical profession more than 
: any other tranquilizer in the world. 


The reasons are not hard to find. Miltown is a known drug. Its few side 
| effects have been fully reported. There are no surprises in store for either 
the patient or the physician. 
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clinical use... 


rovel. 


in more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 


Miltown: 


meprobemate | Waliace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets; 
Or as MEPROTABS*—400 mg. unmarked, coated tablets. 


Wi WALLACE LABORATORIES / Cranbury, N. J. 
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smooth 


Use of pHisoHex for washing the skin aug- 
ments any other therapy for acne — brings 
better results. Now, pHisoAc Cream, a new 
acne remedy for topical application, sup- 
presses and masks lesions — dries, peels and 
degerms the skin. Together, pHisoHex and 
pHisoAc provide basic complementary topical 
therapy for acne. 


pHisoHex, antibacterial detergent with 3 per 
cent hexachlorophene, removes soil and oil 
better than soap — provides continuous de- 
germing action when used often. pHisoHex is 
nonalkaline, nonirritating and hypoallergenic. 


When pHisoAc Cream is used with pHisoHex 
washings, it unplugs follicles, helps prevent 


pHisoHex and pHisoAc for acne 


trademark 


development of comedones, pustules and 
scarring. New pHisoAc Cream is flesh-toned, 
not greasy. It contains colloidal sulfur 6 per 
cent, resorcinol 1.5 per cent, and hexachloro- 
phene 0.3 per cent in a specially prepared 
base. pHisoAc is pleasant to use. 


A new “‘self-help’’ booklet, Teen-aged? Have 
acne? Feel lonely?, gives important psycho- 
logic first aid for patients with acne and 
describes the proper use of pHisoHex and 
pHisoAc. Ask your Winthrop representative 
for copies. 


PpHisoAc is available in 144 oz. tubes and 
pHisoHex is available in 5 oz. plastic squeeze 
bottles and in bottles of 16 oz. 


LABORATORIES 


New York 18, N. Y. 
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Three Strengths — 
PHENAPHEN NO. 2 
Phenaphen with Codeine Phosphate 1% gr. (16.2 mg.) 


PHENAPHEN NO. 3 
Phenaphen with Codeine Phosphate 4% gr. (32.4 mg.) 


PHENAPHEN NO. 4 

Phenaphen with Codeine Phosphate 1 gr. (64.8 mg.) 
Also — 

PHENAPHEN ein each capsule 
Acetylsalicylic Acid 2% gr. . (162 mg.) 
Phenacetin 3 gr. .......- (194 mg.) 


Phenobarbital % gr...... (16.2 mg.) 
Hyoscyamine sulfate... .. (0.031 mg.) 


Phenaphen with Codeine provides 
intensified codeine effects with 
control of adverse reactions. 

It renders unnecessary (or postpones) 
the use of morphine or addicting 
synthetic narcotics, even in 

many cases of late cancer. 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 


Ethical Pharmaceuticals of Merit since 1878 
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whenever aspirin 
proves inadequate 


Even in the more transient rheumatic 
disorders, an anti-inflammatory effect 
more potent than that. provided by aspirin 
is often desirable to hasten recovery 
and get the patient back to work. 


By combining the anti-inflammatory i 
action of prednisone and phenylbutazone, , 


Sterazolidin brings about exceptionally — 
rapid resolution of inflammation-with relief 
of symptoms and restoration’of function. 
Since Sterazolidin is effective in low 


dosage, the possibility of significant } 
hypercortisonism, even in long-term : 
therapy, is substantially reduced. 


Avai Each Sterazolidin® capsule contains 
1.26 mg.; Butazolidin®, brand of phenylbutazone, 
dried aluminum hydroxide gei 100 mg.; magnesium 

trisilicate 150 mg.; and homatropine 1.25 
Botties of 100 capsules. 


Geigy. Ardsiey, New York 
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for more 
effective 
management | 


SALUTENSIVE 


saluretic and antihypertensive 


sustained-action hydroflumethiazide ‘Bristol’ 


as an antihypertensive: ‘‘a distinct advantage in the manifestations of hypertension”? 


...a superior foundation drug for an antihypertensive regimen... often the 
only drug required...in other cases, enhances the effect of tranquilizers, 
sympathetic depressants, and ganglionic blockers. 


as a saluretic: “a marked advancement in the field of diuretic therapy’? 
... prompt sodium excretion, with “‘a duration of at least 18 hours” on a single 
50-mg. tablet’... repetitively effective.’ * 


INDICATIONS: Hypertension and hypertensive cardiovascular disease. Edema, associated with cardiac or 
renal insufficiency, hepatic cirrhosis, pregnancy, premenstrual syndrome, or steroid administration. 


DOSAGE: Usually 1 tablet daily. Full information in official package circular. 
SUPPLY: Scored 50-mg. tablets; bottles of 50. Syrup, containing 50 mg. per 5-ml. teaspoonful ; bottles of & fl. oz. 


REFERENCES: 1. Ford, R. V., and Nickell, J.: Ant. Med. & Clin. Ther. 6:461, 1959. 2. Fuchs, M., 
and Mallin, S. R.: Int. Rec. Med. 172:438, 1959. 3. Ford, R. V.: Int. Rec. Med. 172:434, 1959. 


Bristol BRISTOL LABORATORIES, SYRACUSE, NEW YORK 
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Squibb Announces 


Chemipen 


Squibb Aipha-Phenoxnyethy! Penicillin Potassium 


new chemically improved penicillin 
which provides the highest blood 
levels that are obtainable with oral 


OcTOBER, 1960 


penicillin 


er As a pioneer and leader in penicillin therapy 

| for more than a decade, Squibb is pleased 
to make Chemipen, a new.chemically im- fF 
proved oral penicillin, available for clinical use. | 
With Chemipen it becomes possible as well as ~ 
convenient for the physician to achieve and main- *% 
tain higher blood levels— with greater speed—than ‘4, 
those produced with comparable therapeutic doses of - 
potassium penicillin V. In fact, Chemipen is shown to 
have a 2:1 superiority in producing peak blood levels 
over potassium penicillin V.* 

Extreme solubility may contribute to the higher blood 
levels that are so notable with Chemipen.* Equally nota- 
ble is the remarkable resistance to acid decomposition 
(Chemipen is stable at 37°C. at pH 2 to pH 3), which 
in turn makes possible the convenience of oral treatment. 


therapy 


And the economy for your patients will be of 
particular interest—Chemipen costs no more 
than comparable penicillin V preparations. 


Dosage: Doses of 125 mg. (200,000 u.) or 

250 mg. (400,000 u. ), t.i.d., depending on the 

_~" severity of the infection. The usual precautions 

~’ must be carefully observed with Chemipen, as with 

all penicillins. Detailed information is available on 
request from the Professional Service Department. 

Supply: Chemipen Tablets of 125 mg. (200,000 u.) and 

250 mg. (400,000 u.), bottles of 24 tablets. Chemipen 


Syrup (cherry-mint flavored, nonalco- SQUIBB 
holic ), 125 mg. per 5 cc., 60 cc. bottles. 


*Knudsen, E. T., and Rolinson, G. N.: 
Lancet 2:1105 (Dec.19) 1959. 


Squibb Quality —the 
Priceless Ingredient 
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brand of chlormezanone 


effective oral skeletal 
muscle relaxant 
and tranquilizer 


LETS THE PATIENT WALK 
“HEADS UP” 


in spite of torticollis. 


. 


Trancopa!l (brand of chiormezanone) and Caplets, trademarks reg. U.S. Pat. Off. 4716 Acad. Gen. Pract. J. 4:28, Oct., 1958. 


relieves pain and spasm 
associated with torticollis. 


In a recent study by Ganz, Trancopal brought considerable 
improvement or very effective relief to 20 of 29 patients 
with torticollis.' “The patients helped by the drug,” states 
Ganz, “were able to carry the head in the normal position 
without pain.”’ Similarly, Kearney found that in 8 of 13 
patients with chronic torticollis treated with Trancopal 
improvement was excellent to good. “... Trancopal is the most 
effective oral skeletal muscle relaxant and mild tranquilizer 
currently available.’ 


Lichtman, in a study of patients with various musculoskel- 
etal conditions, noted that 64 of 70 patients with torticollis 
obtained excellent to good relief with Trancopal.’ 


In a comparative study of four central nervous system ¢ 
relaxants, Lichtman reports that 26 of 40 patients 
found Trancopal to be the most effective drug.’ 


1. Ganz, S. E.: J. Indiana M. A. 
52:1134, July, 1959. 2. Kearney, R. D.: 
Current Therap. Res. 2:127, April, 
1960. 3. Lichtman, A. L.: Kentucky 
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LOW BACK SYNDROMES 


Acute low back strain 
Chronic low back strain 

“‘Porters’ syndrome’’* 
Pelvic fractures 


NECK SYNDROMES 
Whiplash injuries 
Torticollis, chronic 


OTHER MUSCLE SPASM 


sm related to trauma 
Rheumatoid arthritis 
Bursitis 


_ TENSION STATES 


TOTALS 112 70 23 15 
(51%) | (32%) | (10%) | (7%) 


Dosage: Adults, 200 or 100 mg. orally three or four times daily. 
Relief of symptoms occurs in from fifteen to thirty minutes and lasts from four to six hours. 


How Supplied: Trancopal Caplets® 
200 mg. (green colored, scored ), bottles of 100. 
100 mg. (peach colored, scored ), bottles of 100. 


uithirop LABORATORIES, New York 18, N. Y. 
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Why diet is preferable to drugs 


...1n the control of serum 


The objective of therapy is the approxti- 
mation of the physiological norm. 


This is most satisfactory when it can be accom- 
plished by dietary manipulation. The control of 
elevated serum cholesterol through relatively sim- 
ple changes in the dietary pattern of the patient 
puts nature’s own processes to work most effec- 
tively to achieve the objectives of treatment. 


The dietary approach does more than correct the 
serum cholesterol problem. Because overweight, 
together with improper eating patterns, is so often 
involved, the prescription of corrective diet helps 
the patient to help himself by establishing sound 
nutritional practices. 


For the prophylaxis and prevention of hypercho- 
lestemia, the dietary approach affords the advan- 
tages of simplicity and economy. Diet therapy is 
for the long-term management of a chronic con- 
dition, while drug therapy is most efficient for 
acute situations. 


The development of atherosclerosis is a slow proc- 
ess. It is believed that the onset of this condition 
is in early adulthood, but its clinical symptoms 
take as many as 20 years to manifest themselves. 
Simple changes in diet serve to keep the blood 
cholesterol concentration at an acceptable level. 


Dietary therapy has other significant advantages 
over medication as follows: 


1. Dietary adjustment involves little or no ex- 
pense to the patient, whereas drugs are costly. 


ROCK CORNISH GAME HENS—Free Wesson recipes for delicious main dishes, desserts and salad dressings are avail- 
able for your patients. Request quantity needed from The Wesson People, Dept. N, 210 Baronne St., New Orleans 12, La. 


2. Dietary therapy may be made with complete 
safety—even for pregnant females. 


3. Dietary therapy produces no side effects, 
whereas there is not as yet sufficient clinical 
evidence as to the long-term effects of drugs. 


4. Dietary therapy brings about reduction in 
serum cholesterol through normal body proc- 
esses, as yet not fully understood. On the other 
hand, some drugs can leave in the body accu- 
mulations of cholesterol precursors. 


Dietary procedures do not usually generate new 
compounds in the blood which interfere with 
the chemical determination of blood serum 
cholesterol. 


6. Dietary therapy offers a solution to the related 
problems of obesity which drugs do not. 


Elevated serum cholesterol has long been linked 
to an imbalance in the ratio of the type of fat in 
the diet. Reductions in cholesterol levels have been 
achieved repeatedly, both in medical research and 
practice, through control of total calories and 
through replacement of an appreciable percent- 
age of saturated fat by poly-unsaturated vege- 
table oil. An important measure in achieving re- 
placement is the consistent use of poly-unsaturated 
pure vegetable oil in food preparation in place of 
saturated fat. 


* * 


Poly-unsaturated Wesson is unsurpassed by 
any readily available brand, where a vegetable 
(salad) oil is medically recommended for a 
cholesterol depressant regimen. 
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More acceptable to patients. Wesson is preferred for its supreme delicacy 
of flavor, increasing the palatability of food without adding flavor of its own. 
Uniformity you can depend on. Wesson has a poly-unsaturated content 
better than 50%. Only the lightesf cottonseed oils of high iodine number are 


selected for Wesson, and no significant variations are permitted in the 22 
exacting specifications required before bottling. 


Economy. Wesson is consistently priced lower than the next largest seller. 


Wesson’s Important Constituents 

Wesson is 100% cottonseed oil .. . winterized and of selected quality 
Linoleic acid glycerides(poly-unsaturated). . . 50-55% 
Oleic acid glycerides (mono-unsaturated) . . . . 16-20% 
Palmitic, stearic and myristic glycerides (saturated) . 25-30% 
Phytosterol (Predominantly beta sitosterol) . . : 0.3-0.5% 
Total tocopherols ....... i 0.09-0.12% 


Never hydrogenated —completely salt free 
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To the relief of musculoskeletal pain, 


new 


adds restoration of function 


Analgesics offer temporary relief of musculo- 
skeletal pain, but they merely mask pain rather 
than getting at its cause. New Medaprin, in 
addition to bringing about prompt subjective 
improvement, promotes the restoration of normal 
function by suppressing the inflammation that 
causes the pain. 


Medaprin, Upjohn’s new analgesic-steroid com- 
bination, contains aspirin plus Medrol,** the 
corticosteroid with the best therapeutic ratio in 
the steroid field.* Instead of suffering recurrent 
discomfort because of the “wearing off” of 
analgesics. the patient on Medaprin experiences 
a smooth, extended relief and more normal 
mobility. 


Indications: Medaprin is indicated in mild-to- 
moderate rheumatic and musculoskeletal condi- 


tions, including rheumatoid arthritis, deltoid 
bursitis, low back pain, neuralgia, synovitis, 
fibromyositis, osteoarthritis, low back sprain. 
traumatic wrist, sciatica, and “tennis elbow.” 
Dosage: The recommended dosage is 1 tablet 
q.i.d. The usual cautions and contraindications 
of corticotherapy should be observed. 
Supplied: In bottles of 100 and 500. 
Formula: Each Medaprin tablet contains 
© 300 mg. acetylsalicylic acid, for prompt 
relief of pain 
@ 1 mg. Medrol, to suppress the causative 
inflammation 
@ 200 mg. calcium carbonate, as buffer 


TRADEMARK TRADEMAR®, REG 


trario OF DESIRED EFFECTS TO UNDESIRED EFFECTS 


S. PAT. OFF. METHYLPREDNISOLONE, UPJOHN 


nNpany, Kalama Michigar 


OcTOBER, 1960 
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Once you’ve prescribed milk and rest for @ pepti | w patient, Donnalate 
may be the best means for fulfilling his therapeutic regimen. This is because 
Donnalate combines several recognized agents which effectively complement 
each other and help promote your basic plan for therapy. A single tablet also 
simplifies medicine-taking. 3 


in Donnalate: Dihydroxyak minum athinoacetate affords. more con- 
sistent neutralization than can diet alone, # Phenobarbital improves the pos- 
sibility of your patient’s resting as you t6l@ him to. « Belladonna alkaloids 
reduce Gi spasm and gastric secretion. Af@ by decreasing gastric peristalsis, 
they enable the antacid to remain im the @temach longer. 


Each Donnalate tablet equals one it fablet plus one-half Donnatal® 
tablet: Dihydroxyaluminum aminoacetate, N 0.5 Gm.; Phenobarbital (4% 


gr.), 8.1 mg.; Hyoscyamine sulfate, 0.05%9 Atropine sulfate, 0.0097" 
-mg.; Hyoscine hydrobromide, 0.003 


,Robins Co. wc 


RICHMOND 20, VIRGINIA 
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‘B. W. & Co.’ ‘Sporin’ Ointments 

rarely sensitize... 
: ive decisive bactericidal action 
| for most every topical indication 


terial action—pius the 
soothing anti-inflam- 
matory, antipruritic ben- 
a $ TEN brand Ointment efits of hydrocortisone. 
The combined spectrum 
of three overlapping ‘ 
antibiotics will eradicate 
virtually all known top- 
ical bacteria. brand Antibiotic Ointment 
bination with proven” 
effectiveness for the =~ 
topical control of gram- 
brand Antibiotic Ointment positive and gram-nega- 
tive organisms. 
Contents per Gm. ‘Polysporin’® ‘Neosporin’® ‘Cortisporin’® 
‘Aerosporin’® brand 
Polymyxin B Sulfate 10,000 Units 5,000 Units 5,000 Units 
Zinc Bacitracin 500 Units 400 Units 400 Units 
Neomycin Sulfate _ 5 mg. 5 mg. 
Hydrocortisone 10 mg. 
Supplied: Tubes of 1 oz., Tubes of 1 oz., Tubes of 14 oz. and 
oz. and oz. oz. and oz. oz. (with 
(with ophthalmic tip) (with ophthalmic tip) ophthalmic tip) 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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“Sometimes, I almost 
wish I were human so 
I could clear up this 
close-up, clogged-up 
nose of mine with 


TRIAMINIC”.” 


...and for humans 

with 

CLOGGED-UP 
NOSES... 


pi ompt and prolong 


“il Spe cial (IN¢ action. 


~the outer layer 
dissolves within 
minutes to produce 


Moc 3 to 4 hours of relief 


then —the core 
disintegrates to 
give 3 to 4 more 
hours of relief 


Nasal congestion often persists with “bulldog tenacity.”” Nose drops 
and sprays often reach only the more superficial respiratory mem- 
branes and therefore fail to provide adequate relief. Furthermore, 
they may add to the patient’s misery by producing rebound congestion, 
ciliary inhibition, and eventually “nose drop addiction.”” TRIAMINIC 
reaches all nasal and paranasal membranes systemically — provides 
more complete, longer-lasting relief while it avoids the harmful side 
effects associated with topical medication. 


Indications: nasal and paranasal congestion, sinusitis, postnasal drip, 
upper respiratory allergy. 


Each Triaminic timed-release Tablet provides: 
Phenylpropanolamine HCl 50 mg. 
Pheniramine maleate 5 
Pyrilamine maleate 

Dosage: 1 tablet in the morning, midafternoon and at bedtime. 

In postnasal drip, 1 tablet at bedtime is usually sufficient. 


Each timed-release Triaminic Juvelet® provides: 
% the formulation of the Triaminic Tablet. 
Dosage: 1 Juvelet in the morning, midafternoon and at bedtime. 


Each tsp. (5 ml.) of Triaminic Syrup provides: 
% the formulation of the Triaminic Tablet. 

Dosage (to be administered every 3 or 4 hours): 
Adults —1 or 2 tsp.; Children 6 to 12—1 tsp.; 
Children 1 to 6 — % tsp.; Children under 1 — % tsp. 


R 
AM I ( timed-release tablets, juvelets, and syrup 


running noses a ral and open stuffed noses orally 


SMITH-DORSEY - a division of The Wander Company - Lincoln, Nebraska 
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anxiety intensifie 


arthritic pain 


. » DARVO-TRAN relieves pain more effectively than 
the analgesic components alone 


Effective analgesia plus safe relief of mild anxiety helps combat the pain- 
anxiety spiral. In Darvo-Tran, the tranquilizing properties of Ultran® are 
added to the established analgesic effects of Darvon® and the anti-inflam- 
matory benefits of A.S.A.®. Clinical and pharmacologic studies have shown 
that when pain is accompanied by anxiety, the addition of Ultran enhances 
and prolongs the analgesic effects of Darvon. 


ule® vi 

Each Pulv Darvo-Tran ~ ides Darvo-Tran'® (dextro propoxyphene and 
Darvon .... 32 mg.—TO RAISE PAIN THRESHOLD acetylsalicylic acid with phenaglycodol, 
A.S.A.. . . . . 325 mg.—TO REDUCE INFLAMMATION — 


Ultran. . . . . 150 mg.—TO RELIEVE ANXIETY Uitran® (pnenaglycodol, Lilly) 
Darvon® (dextro propoxyphene hydrochloride, 
Usual Dosage: Lilly 


1 or 2 Pulvules three or four times daily. A.S.A.® (acetylsalicylic acid, Lilly) 


LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 


020407 
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CURRICULUM 
FOR TWO-WAY RADIO MEDICAL CONFERENCES* 


OctTosper 4, 1960 THROUGH MArcH 21, 1961 
24 TueEspays, 12:00 NOON TO 1:00 P.M. 


Formal participation on Tuesdays with moderator and A.A.G.P. Category 
I Credit. The same programs may be listened to on Thursdays at 90.9 mega- 
cycles on your own FM radio. 


In Wilmington at the Delaware Academy 


In Milford at the Milford Memorial 


of Medicine Hospital 


In Dover at the Dover Hotel 


In Seaford at the Nanticoke Memorial 
Hospital 


In Lewes at the Beebe Hospital 


October 4, 6 


October 11, 13 


October 18, 20 


October 25, 27 


November 1, 3 


November 8, 10 


November 15, 17 


November 22, 24 


November 29, 
December 1 


December 6, 8 


TOPIC AND FACULTY 


“Oral Hypoglycemic Agents.” Charles T. Lee, Jr., M.D., Associate in Medi- 
cine, University of Pennsylvania 


C.P.C.—Pennsylvania Hospital Staff 


“Staphylococcal Infections.” Robert I. Wise, M.D., Magee Professor of 
Medicine, Jefferson Medical College 


“Cerebral Vascular Insufficiency.” Frank A. Elliott, M.D., Neurologist to 
Pennsylvania Hospital; Professor of Clinical Neurology, University of 
Pennsylvania 


“Rheumatic Fever.” Sidney Friedman, M.D., Chief Cardiologist, Children’s 
Hospital of Philadelphia 


“Afibrinogenemia.” Lennard L. Weber, M.D., Associate in Obstetrics and 
Gynecology, University of Pennsylvania 


“Steroids—Action and Areas of Disease.” George R. Fisher, III, M.D., 
Associate in Clinical Medicine, Jefferson Medical College 


THANKSGIVING WEEK—NO PROGRAM 


Transatlantic Program—Endocrine Case Presentation. Comment by Ed- 
ward Rose, M.D., Chairman, Endocrine Section, Medical Clinic of the 
Hospital of the University of Pennsylvania; Professor of Clinical Medicine, 
University of Pennsylvania 


“Salicylate Poisoning.” Robert W. Winters, M.D., Assistant Professor of 
Physiology, University of Pennsylvania 


*Produced by the Department of Continuation Education of the Pennsylvania Hospital 
supported by a grant from Smith, Kline & French Laboratories, Philadelphia 
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December 13, 15 


December 20, 22 


December 27, 29 


January 3, 5 


January 10, 12 


January 17, 19 


January 24, 26 


January 31, 


February 2 


February 7, 9 


February 14, 16 


February 21, 23 
February 28, 
March 2 

March 7, 9 


March 14, 16 


March 21, 23 
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“Gliomerulonephritis.” Earl S. Barker, M.D., Assistant Professor of Medi- 
cine, University of Pennsylvania 


“Pyelonephritis.” William K. Jenson, M.D., Instructor in Medicine, Uni- 
versity of Pennsylvania 


“The Diabetic with Infection.” Garfield G. Duncan, M.D., Director, Divi- 
sion of Medicine, Pennsylvania Hospital; Professor of Medicine, University 
of Pennsylvania 


“Therapeutic Abortion.” S. Leon Israel, M.D., Chairman, Department of 
Gynecology and Obstetrics, Graduate School of Medicine, University of 


Pennsylvania 
“Obesity.” Robert W. Hillman, M.D., Associate Professor of Environmen- 


tal Medicine and Community Health, State University College of Medi- 
cine, New York (in cooperation with Nat’l. Vitamin Foundation). 


“Nephropathy of Potassium Deficiency.” Robert W. Winters, M.D., Assist- 
ant Professor of Physiology, University of Pennsylvania 


“Gout.” Richard T. Smith, M.D., Associate in Medicine, University of 
Pennsylvania 


“Toxemia of Pregnancy.” James D. Garnet, M.D., Assistant Professor of 
Clinical Obstetrics and Gynecology, University of Pennsylvania 


“Diagnosis and Treatment of Hypothyroidism.” George R. Fisher, III, 
M.D., Associate in Clinical Medicine, Jefferson Medical College 


“Surgery of the Jaundiced Patient.” I. S. Ravdin, M.D., Professor of Surg- 
ery and Vice-President in Charge of Medical Affairs, University of Penn- 


sylvania 


“Progress in Open Heart Surgery.” Julian Johnson, M.D., Professor of 
Surgery, University of Pennsylvania 


“Tranquilizers.” James H. Ewing, M.D., Associate Professor of Psychiatry, 
University of Pennsylvania 


C.P.C.—Pennsylvania Hospital Staff 


“Anticoagulants and Fibrinolysis.” Norman Makous, M.D., Associate in 
Medicine, University of Pennsylvania 


“Antepartum Bleeding.” Edward H. Bishop, M.D., Assistant Professor of 
Obstetrics and Gynecology, University of Pennsylvania 
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Address 


THE PHYSICIAN AS A CITIZEN OF DELAWARE 


The practice of medicine has passed 
through many stages to the advanced 
science it is today. It has evolved from 
the sometimes fatal trial-and-error methods 
of the Old World to the highly specialized 
techniques of today. 


Today, a physician is far more than a 
prescriber of medicine. Long after his 
graduation from medical school, he finds 
himself still studying .. . still reading and 
learning of the latest developments in re- 
search designed to more quickly cure the 
ills of our people. 


The methods of the past are—in many 
cases—no longer practical. We live in a 
fast moving world in which yesterday’s dis- 
covery is rendered obsolete by tomorrow’s. 


The development of the science of govern- 
ment has not been as dramatic. But prog- 
ress has been made. New ideas have been 
offered by the researchers of political 
science. These have been tested and re- 
fined over the years. 


When I was asked to discuss “The Phy- 
sician as a Citizen of Delaware,” I was very 


*Presented at the Annual Meeting of the Medical Society of 
Delaware, September 9, 1960, Lewes, Delaware. 


OcTOBER, 1960 


GOVERNOR J. CALEB Boccs 


pleased to have this opportunity because I 
have long known that a physician can be 
a particularly valuable citizen of any state. 
I am not necessarily referring to his obvious 
contributions as a member of the medical 
profession. Rather, I am referring to his 
nature of understanding, his sensitivity to 
changing needs, and his willingness to ac- 
cept and try new ideas and methods. 


Delaware's Government 


The State of Delaware is historically 
known as the First State. But today, we 
are nearly the last state when it comes to 
accepting the new techniques of govern- 
ment. We have allowed the other states 
to pass us by, and we find ourselves mired 
down by a 63-year-old Constitution, an 
antiquated form of government, and some 
ideas which are akin to medieval medical 
practices. 


Delaware is one of only three states in 
the nation which does not take advantage 
of its purchasing power to save our tax- 
payers money through the accepted prac- 
tice of central purchasing. 


Delaware is one of only 20 states which 
does not provide a civil service system to 
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protect its state employees from political 
pressures, guarantee them security, and in 
turn effect more savings for the taxpayers 
of this state. 


Delaware is one of fewer than 20 states 
which does not have a Department of 
Finance or some executive agency which 
is responsible for handling the taxpayer’s 
money in an efficient and modern manner. 


Delaware is one of about 20 states which 
has not yet turned to the cabinet form of 
government as the most practical methods 
of fixing responsibility to the voters, rather 
than allow that responsibility to remain 
lost in a maze of more than a hundred 
boards and commissions—more than four 
hundred members of the executive branch 
of which not one is elected by the voters 
of Delaware. 


Several years ago, the medical profession 
accepted the findings of Dr. Jonas Salk 
and was highly successful in reducing the 
number of polio cases in the world. Now, 
you are turning your attention to a new 
live vaccine which can be taken orally, and 
in a matter of months, even more people 
will benefit from this improvement in tech- 
nique. 


Most of the other states are making im- 
provements in their systems of government. 
The State of New York, which was one of 
the first to adopt a cabinet system of gov- 
ernment through reorganization, is reor- 
ganizing again in an effort to effect new 
economies. 


The national experts in the field of pur- 
chasing are assisting states which have used 
central purchasing for years to refine their 
systems so that even more money can be 
saved for their people. 


But Delaware clings to the old. Con- 
fused by those who say the old system was 
good enough for our forefathers and is 
therefore good enough for us, we close our 
eyes to the advantages which new methods 
and techniques can bring . . . advantages 
which have been proven in other states, 
and even in this state during the public 
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hearings the General Assembly held earlier 
this year. 


I wonder where the medical profession 
would be today if it had adopted this same 
stand-put attitude that some of our public 
officials espouse. 


Many years ago, the medical profession 
had to combat the travelling medicine man 
who claimed that his bottle of tonic would 
cure everything from dandruff to ingrown 
toenails. Unfortunately, we still have some 
public officials who chant the same mes- 
sage. They have a cure for every ill, but 
they’re a little hazy on the prescription. 


Suggested Form Of Government Reorganization 


The program of government reorganiza- 
tion which I proposed last year is very 
specific. It calls for a cabinet form of gov- 
ernment with twelve major departments to 
handle the functions of the state govern- 
ment now assigned to more than a hundred 
agencies, boards and commissions. 


It calls for a Department of Finance with 
a built-in system of central purchasing . It 
calls for civil service. Each department 
would be headed by a director appointed 
by the Governor with the advice and con- 
sent of the Senate. This director would 
serve at the pleasure of the Governor, and 
this, in turn, would make the Governor 
responsible for every action or inaction of 
the executive branch of our state govern- 
ment. The Governor should be responsible, 
because, after all, he is elected by the 
people as their chief executive. With re- 
sponsibility thus fixed, the voters will be 
able to decide whether or not they want 
to retain this Governor and his party in 
office. 


Today, the choice is not clear-cut. None 
of the boards and commissions in our gov- 
ernment are responsible to the Governor. 
And some of these boards are controlled 
by the political party opposite that of the 
Governor. So who do you hold responsible 
if you are displeased with the operation of 
one of these agencies today? If your answer 
is the commissioners, then what can you 
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do about it. These commissioners do not 
stand for election. 


I said a few moments ago that the gov- 
ernment reorganization program I proposed 
is very specific. This was made clear dur- 
ing the public hearings held by the General 
Assembly in Dover early this year. 


More than one hundred persons appeared 
before the General Assembly during those 
hearings to give their views on this pro- 
gram. These witnesses were in favor of the 
program by a ratio of ten to one. And 
that ratio is even greater when you stop 
to consider that many of the witnesses 
were representing professional and civic 
organizations with memberships totaling 
about 53,000 Delaware citizens. 


In addition, there were a number of ex- 
perts in political science who testified as 
to the experiences of other states. Not one 
of these gentlemen spoke in opposition to 
the New Day for Delaware program. 


National and local experts in purchasing 


procedures estimated that a system of cen- 
tral purchasing would save Delaware tax- 
payers about $700,000 a year. 


The national expert in civil service said 
that system would save Delaware taxpayers 
$750,000. 


A representative of the Council of State 
Governments supported the belief that a 
cabinet form of government—with its all 
important benefit of fixing responsibility to 
the voters—could effect other economies 
of operation. 


In all, these witnesses told the General 
Assembly that services could be improved 
at a saving of nearly two million dollars a 
year to our people. 


Unfortunately, not a single measure in- 
cluded in that program has been brought 
out of committee for a vote. 


At the rate Delaware is growing and with 
the increasing needs of our people, there 
is no room for doubt that we must be pre- 
pared to meet these demands. When the 
medical profession has been confronted 
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with a new problem, it has set out to solve 
it by finding new and better ways to treat 
it. You cannot solve these problems by 
raising your fees, no more than can the 
State of Delaware solve these problems by 
increasing taxes. This has always been the 
easy way out for some public officials. Just 
raise taxes and everything will be all right. 


The Time Has Come... 


The time has come when more money is 
no longer the entire answer. A study pre- 
pared by the Joint Revenue Study Com- 
mittee shows that, at our present rate of 
growth and under our present system, our 
anual revenue needs will be $100,000,000 
by 1965. This is an enormous price to pay 
for lack of progress, and I don’t think the 
taxpayers of Delaware are willing to pay it. 
That is why I have fought for “reforms be- 
fore taxes.” I think we must modernize 
our system of government to effect econ- 
omy, provide services more efficiently, and 
get rid of the duplication and waste in- 
herent in our present system of government. 
By enacting reforms now, we will be able 
to reduce the future tax burden of our 


people. 


At the beginning of my remarks, I said 
that a physician can be a particularly valu- 
able citizen of any state because of his 
sensitivity to changing needs and his will- 
ingness to accept and try new ideas and 
methods. There are thousands of other 
citizens who fall into this same category, 
but it is your understanding I speak of 
now. 


This question of “reforms before taxes” 
is one which you must help answer. You 
have a stake in this fight, and you will either 
suffer the consequences or enjoy the bene- 
fits, whichever the case may be. The im- 
portant thing is that you think about this 
problem, familiarize yourself with the pro- 
gram I have proposed, and then decide 
which course we should follow. 


Delaware is financially ill. Some of us 
seem allergic to progress. I will be anxious 
to hear your diagnosis and the treatment 
you prescribe. 
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PLANNING FOR PROLONGED ILLNESS’ 


@ A plea on behalf of the prolonged illness patient 
for the continued medical interest of his physician in 
a more correlated hospital or home care program. 


RoserT R. LayTon, Jr., M.D. (vice presi- 
dent of the Medical Society of Delaware): 
Good afternoon, ladies and gentlemen. 


I have the privilege of introducing Dr. 
E. M. Bluestone, Consultant to the Monte- 
fiore Hospital in New York, Professor of 
Public Administration in New York Univer- 
sity and Assistant Professor of Hospital 
Administration in Columbia University. 
Dr. Bluestone will speak on “Planning for 
Prolonged Illness.”’ Dr. Bluestone. 


Dr. E. M. BLUESTONE: My friends, I am 
glad to be back in Wilmington. 


Let me explain at the outset that I came 
naturally by the profession of medicine. I 
inherited it from my father and was brought 
up to appreciate the exigencies of medical 
practice. I am going to tell you something 
that I never told an audience before. One 
of the reasons why I went into hospital 
administration in 1920 was that I wanted 
to contribute something to the advance- 
ment of the work of the general practitioner. 
I knew that he was in a depressed state in 
those days, for a variety of reasons with 
which I know you are familiar. But I felt 
that there was much to be done to elevate 
and invigorate that state, and I thought I 
would try my hand at it. I had my first 
opportunity when the distinguished Dr. S. 
S. Goldwater, who was the father of hospital 
*Presented at the Annual Meeting of the Medical Society of 

Delaware, October, 1958. Du Pont Country Club. 
**Consultant to the Montifiore Hospital, N. Y. and Assistant 


Professor of Hospital Administration, Columbia University 
College of Physicians and Surgeons, N. Y. 
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administration in this country, asked me 
to become his associate at the Mount Sinai 
Hospital in New York. I never had oc- 
casion to regret it. 


I realize perfectly well that there is an 
unreasonable gulf between the clinician and 
the administrator. One does not often 
find a happy association between the two, 
and the more’s the pity because, if the 
administrator of the institution is medi- 
cally-minded and can speak the doctor’s 
language, much can be attained by way of 
co-operation and collaboration. 


I am speaking to you this afternoon, 
therefore, as one of you, and I want to tell 
you that I am a strong devotee of the 
voluntary principle in medical practice. I 
don’t want to be misunderstood on this 
score because of anything that I say to you 
this afternoon. I abhor compulsory medi- 
cine. Almost everything that I have done 
—those things for which I have been per- 
sonally responsible in the advancement of 
medical organization—has been based on 
the voluntary principle. The rest is not up 
to me nor to the profession of hospital ad- 
ministration. The rest is up to the practice 
of medicine, to the practitioners of medi- 
cine, and I hope that they will come up with 
some of the answers. 


Let me begin, since my subject is “Pro- 
longed Illness,” by telling you that I dislike 
the expression “chronic. disease,” or 
“chronic illness.” It was the original desig- 
nation for a patient who was hopelessly 
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sick, incurable. There is something about 
the expression that is discouraging to the 
practitioner, the social worker and the 
nurse. The word comes from the Greek 
“chronos” meaning time, as if the patient 
were serving time, or there were something 
forbidding about his condition. There were 
certain connotations that went with the ex- 
pression that I didn’t like and I felt that 
the practitioner of medicine should be the 
first to want to seek a happier term, a term 
which would have a little more encourage- 
ment in it, with connotations of curability, 
better prognosis and less discouragement. 


So, I began to popularize the expression 
“long-term illness:” But there was some- 
thing about “long-term illness” which I 
preferred not to think of, such as incar- 
ceration. It was a borrowed term. And 
then came the expression which I have been 
using ever since, “prolonged illness,’’ illness 
which is longer than “acute” illness. It is 
a little kinder; there is more encouragement 
in it. We must think in terms of prognosis 
as we organize for medical care and, if we 
are going to think of prognosis, we want a 
term that will not discourage us. I shall 
therefore speak this afternoon about pro- 
longed illness in relation to medical organi- 
zation. 


The Institutional Way 


There are many ways of taking care 
of a patient suffering from prolonged ill- 
ness and one of them is the institutional 
way—a general hospital, a hospital for 
chronic diseases, a home for the aged, a 
county hospital. But there is something 
about the institution that I don’t like be- 
cause, even under the best of circumstances, 
an institution is a necessary evil. In a 
perfect society there is no need for an in- 
stitution; the individual is integrated with 
his family. He is part of his environment. 
He is treated in the location where he be- 
comes sick, and in the environment in 
which his illness was incubated. I am not 
trying to tell you that a hospital is not 
a necessity. Of course it is. But it repre- 
sents a choice of evils. When a surgeon 
operates and scars the human body, he is, 
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after all, selecting the lesser of two or 
more evils. 


In the competitive world in which we 
live we are constantly confronted with al- 
ternatives. We are not often confronted 
with alternatives of the best; it usually is 
a choice as to which will hurt least, un- 
fortunately. And so, we have institutions. 


Then we ask ourselves, ““Why do patients 
go to institutions — to hospitals, for ex- 
ample?” ‘There are a number of reasons 
why they go. But before we analyze these 
reasons I want to remind you that phy- 
sicians of our generation prefer “acute” 
medicine, or “short-term” medicine. Such 
a patient is in severe pain; he is bleeding; 
he is in shock; he is unconscious, or he has 
a high fever. The tendency of the doctor is 
to move in the direction of such a patient 
and at least tide him over his acute symp- 
toms. There comes a time, however, when 
these acute symptoms subside; they are 
dulled. In some instances the patient is 
completely cured. In other instances he 


is only relieved of his signs and symptoms. 
In still other instances the illness moves 
from the acute stage into the so-called 


chronic stage. He remains more or less 
sick for a comparatively long period of time. 


I can still recall my teachers going into 
the wards and selecting those patients who 
were acutely sick, or interesting to them, 
and passing over those who were not acutely 
sick or interesting. The best of them passed 
by certain beds and gave the impression 
that since they couldn’t do any more for 
those patients, there was no point in spend- 
ing time with them What was the use of 
their occupying a bed under such circum- 
stances? I hope that this reaction to pro- 
longed illness was due to the fact that, in 
those days, we did not have the tools and 
other facilities which we have today. We 
now have many wonderful things in our 
armamentarium with which to help the pa- 
tient that we didn’t have in earlier days. 
And so, as I look back, I tend to excuse 
those men, though I find it difficult to do 
so today. For one thing, the rewards of 
continued interest are better understood 
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and more appreciated today than they 
were then. 


What happened then and what is hap- 
pening today? <A patient came into the 
hospital who was acutely sick; if he was 
not cured in a short time, and if his illness 
became prolonged, he was transferred pre- 
maturely to a hospital for chronic diseases, 
usually a Government institution, away 
from the acute general hospital. The ten- 
dency to transfer him at a time when he 
might need medical care most, because he 
was suffering from a difficult and compli- 
cated condition, was unfortunate and even 
tragic. There was a cleavage between acute 
illness and prolonged illness which did the 
patient much harm. 


Often The Forgotten Man 


One of several things happen when a 
medically-stubborn patient is transferred 
elsewhere in mid-stream. We forget about 
him today, just as they forgot about him 
in those days, by sending him away, rus- 
ticating him, alienating him, segregating 
him, at a distance from the prime facili- 
ties of which the general hospital alone 
disposes. But one of the reasons for trans- 
fer is that the patient ceases to contribute 
financially, and hospitals naturally prefer 
patients who can continue naturally to- 
ward their care. Voluntary hospitals can- 
not survive on good deeds alone; they have 
to have income. Income, as you know, 
comes from patients, from philanthropy, 
from government sources and, when the 
patient’s contribution is reduced or dis- 
appears because of prolonged illness, the 
tendency is to send him to a county insti- 
tution or chronic disease hospital. 


There is a second reason for premature 
transfer to which I alluded a moment ago. 
The medical staff loses interest in the pa- 
tient. Remedies had been tried, unsuc- 
cessfully. Instead of trying to find some- 
body who might do better, or organize a 
group attack, or put the laboratories to 
work, they decide that the patient must 
be transferred elsewhere. And the pa- 
tient is transferred into lesser hands where 
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he vegetates the rest of his life away. I 
used to refer to this as “the dumping pro- 
cess,” by which the acute general hospital 
transfers its uninteresting and unwanted 
cases to a chronic disease hospital. 


Reasons Not Valid 


There is a third reason, and on this sub- 
ject the administrator of the hospital and 
board of trustees are far more vocal. This 
is the one that you generally hear: “We 
cannot fill beds in a general hospital with 
slow-moving patients. We cannot permit 
beds to be occupied by patients suffering 
from prolonged illness because, for every 
patient with prolonged illness who occupies 
a bed, four, or six, or twenty, or thirty and 
even more patients who are acutely ill could 
use that one bed.” 


Now, let us take a close look at these 
three reasons. They are universal, and 
there is a semblance of logic to them. But, 
on careful analysis they are not valid. I 
said before that there are three sources of 
income for the hospital—the patient; phil- 
anthropy; and goverment on any of its 
levels. These three, individually or com- 
bined, finance the care of a sick man in a 
hospital. And I ask a question here: What 
difference does it make money-wise whether 
he is acutely ill or chronically ill? Only 
that he may have to be subsidized for a 
longer period of time. The patient suffer- 
ing from prolonged illness is the man who 
has, in many instances, spent whatever he 
had on private doctors and hospitals. Then 
the time comes, somewhere during the 
course of his prolonged illness, when he 
doesn’t have any more to contribute. When 
this happens, we are in exactly the same 
position as we are in the acute general 
hospital when an acutely sick patient is 
poor and hasn’t any money to contribute. 
In other words, philanthropy and/or gov- 
ernment must come in and help. So this 
argument is not valid enough for prema- 
ture transfer. 


To send the patient away only because 
he cannot contribute any more to his up- 
keep in the general hospital is wrong be- 
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cause if he no longer has the wherewith- 
al to maintain himself in the general hos- 
pital, philanthropy should come in with its 
subsidy. If the two—his contribution and 
the philanthropic contribution—are insuf- 
ficient, government must step in if only 
because there is no other source to which 
we can appeal. If the patient is a complete 
pauper, and has been forsaken by philan- 
thropy, government must step in. You 
and I know that there are two things which 
will keep us away from government medi- 
cine; one of them is the ability of the in- 
dividual himself to pay more, either direct- 
ly or through health insurance of some 
kind; and the other is the willingness and 
ability of philanthropy to help out. But, 
if these two fail, you and I cannot com- 
plain if government takes over to the point 
of socialized medicine. 


It is therefore up to us as physicians, 
as well as administrators, to find a way by 
which the patient can somehow, preferably 
by an insurance scheme, finance himself. 
I think we should get more help from phil- 


anthropy than we have been getting, al- 
though it has been doing pretty well in 
this country. You know what happened 
in England when philanthropy stepped out 
of the picture almost completely. 


The Doctor's Reason 


So much for the financial reason govern- 
ing transfer. Let us now consider the 
question of the doctor’s interest as a reason. 
In the case of prolonged illness, doctors tend 
naturally to shy away from the patient, 
and I have seen this happen to the best 
of them. If a man cannot cure his patient, 
his tendency is to walk away from him, and 
that is the last thing a man of science 
should do. You never saw a scientist work- 
ing in a laboratory with an unsolved prob- 
lem do such a thing. The problem remains 
a challenge. You would say to me then, 
“What would you do about it?” My answer 
to you is that a doctor’s interest can be 
encouraged and stimulated. For one thing, 
you can purchase a doctor’s time. The doc- 
tor has to make a living and, if he is going 
to give time to the hospital, he should be 
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paid for it. I don’t believe, for example, in 
free dispensary service, free out-patient 
service. I think the doctor is entitled to 
be paid for what he does. Then again, you 
must look for the type of physician who 
has clinical imagination, initiative, ability 
to investigate, a man who has a critical 
mind, to see if he can improve on what we 
have been doing and try to remove the 
cause for the prolongation of illness. In 
other words, the doctor should be given 
laboratory space or laboratory assistance 
and an opportunity to play with new ideas. 
He should be financed in the process, if 
necessary. There should be more class- 
rooms available in hospitals so that men 
can teach and, in the teaching process, try 
and elaborate new methods of treating 
patients suffering from prolonged illness. 


The administration of the hospital is 
vocal on the third reason for transfer: “We 
need the bed for an acutely sick patient 
and we cannot have it occupied endlessly 
by any one patient.” If you ask what the 
answer here is, I would say that it is 
simple. You have to provide beds for all 
patients. What we are doing now, and 
what we have been doing over the years, 
is to transfer the patient to second-rate 
institutions at a distance from the prime 
facilities of the general hospital. In other 
words, we create beds elsewhere, and they 
are not productive beds. The idea behind 
them is not medically constructive. Instead 
of having one bed in the acute general hos- 
pital and one bed in the chronic hospital 
(so-called), we should have two beds in 
the general hospital. The patient suffering 
from prolonged illness should not be trans- 
ferred to lesser hands at a time when he 
needs medical care most. He should be 
kept before the eyes of the doctor, for only 
in that way will new remedies be elabor- 
ated. 


Unite In One Hosptial 


What I am pleading for is that the two, 
the “‘acute” and the “chronic,” be united in 
one hospital location, that of the general 
hospital. You can separate them physicaly, 
if you wish, as we are doing now in accord- 
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ance with urgency in the new “progressive 
hospital care” idea. If we are to accept 
this idea in hospitals, then certainly we 
have no right to transfer a patient suffer- 
ing from prolonged illness anywhere else. 
It is less expensive to deal with this prob- 
lem on an integrated basis because the fa- 
cilities are available, everything is available, 
and it doesn’t have to be duplicated ex- 
pensively elsewhere. In most instances it 
is not duplicated in practice, because you 
know as well as I do that, in the so-called 
chronic disease hospitals, we don’t have 
the staff, equipment or laboratories to deal 
with them. 


A patient who is admitted to the hospital 
should come there for one of several rea- 
sons. We spoke before of acuteness. A 
patient might need a surgical operation. 
To be sure, you can do a major operation 
in the patient’s home, but you shouldn't. 
The place for such a patient is the hospital 
where everything is highly developed and 
centralized. Group-medicine is practiced in 
the hospital. You have laboratories, oper- 
ating rooms, and everything else there. The 
patient might come to the hospital because 
of his need for heavy equipment which 
cannot be brought to him—radiotherapy, 
for example; the various modalities of phys- 
ical medicine, which he might require for 
limited periods of time. Or, he might have 
to come to the hospital for a highly con- 
centrated period of observation by spe- 
cialists. That would be another valid ex- 
cuse for hospitalization. But, poverty in 
itself is no excuse for hospitalization. Pov- 
erty is a social disease, not a medical dis- 
ease. It depends on the medical require- 
ments of the patient whether he is to come 
into the general hospital or not, and for 
how long. I have often said that the inci- 
dent of hospitalization should never be a 
matter of choice for either the patient or 
his family physician; it should be a matter 
of necessity.. He must go there because 
there is nothing else that he can do. If 
there is a choice, I would avoid the hospital 
and keep the patient in his own home. 


The point here is that there must be a 
logical reason for admitting a patient to 
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a hospital bed and, if he needs that bed 
it is the best thing for him. On the other 
hand, if he doesn’t need the bed, it can be 
the worst thing for him. 


Medical Discoveries Often Made 
On “Incurables”’ 


I want to remind you here, and I con- 
sider this a telling point, that the great 
inventions and discoveries in medicine in 
our time, whether you are thinking of the 
antibiotics or the advances in surgery, 
chemotherapy or anything else, were made 
by men working in the laboratories, or in 
the wards considered as laboratories, on 
“incurable” patients. You know the tend- 
ency to associate chronic disease with in- 
curability, and give it a fatal prognosis. 
But it is from these patients that we are 
going to achieve remedies for the rest of 
time. It is because certain gifted and 
blessed physicians stick to the problem and 
forever seek new things among incurable 
patients that we are able to deal with the 
curable ones. The incurable patient today 
may very well be the curable patient of 
tomorrow. 


The care of a patient, whether it is in 
the hospital, the patient’s home, the doctor’s 
office, or the out-patient department of a 
hospital, anywhere, must be comprehensive 
and continuous. We, as physicians, owe it 
to ourselves as men of science not to lose 
interest in a patient at critical moments 
for him. But, if there is a stronger horse 
available to carry the patient over in mid- 
stream, perhaps he should be harnessed 
and put to work if it can be done safely. 
If one surgeon declares a patient inoperable, 
it is just barely possible that another might 
find the same patient operable. It has 
happened! In a hospital which I directed 
for a great many years, we published quite 
a few articles on the subject in which we 
exhibited a series of cases which had been 
declared inoperable elsewhere, and found 
operable or with us could be dealt 
with otherwise, the patients living for 
years afterwards. It is the “never-say- 
die” attitude that we must adopt. We 
should never accept a prognosis of incur- 
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ability. There is something profitable med- 
ically about sticking to a job until it is 
completed. If the patient is kept before 
our eyes, we are more likely to retain our 
interest in him than if he is sent off at a 
forbidding distance. 


I am often told that, if we were to keep 
the so-called “acute” and “chronic” pa- 
tients together in one general hospital, (and 
where do you draw the line?), the doctor’s 
tendency would be to select the acute and 
neglect the chronic during rounds. So I 
ask, when are you more likely to get neglect 
—when the “acute” and “chronic” are 
taken care of in one institution, sharing 
the same facilities, or when they are separ- 
ated? Separation of the “chronic” patient, 
his rustication elsewhere, is an invitation 
to neglect.. I grant that the doctor will 
(still being human) seek out those patients 
who interest him. But at least he will have 
the patients near him. He will look in 
occasionally, or arrange for someone else 
to look in. It is important—I need not tell 
you this because you know it better than 
I do—that, if a doctor cannot deal with 
a specific clinical problem himself, he is 
honor-bound to call in someone who might. 
That is the basis of the specialist’s work. 
The general practitioner calls in a specialist 
when he finds a situation which requires 
superior help. There is always the obliga- 
tion to call in someone who might do better, 
the obligation to share responsibility. This 
is the basis of the group practice of medi- 
cine. That is why we see more groups 
these days in comparison with the solo 
practice of medicine. 


I remind you here of what I told you in 
my opening sentences that, when I say 
these things, please do not get the impres- 
sion that I am talking socialized medicine. 
We have proved by experiment that group 
medicine is possible on a voluntary basis, 
and it is certainly more successful than the 
the compulsory form. In these days of 
great medical discovery and invention, there 
is no more excuse for the disregard, or neg- 
lect, of a patient suffering from prolonged 
illness, however much there may have been 
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during the days when I was in medical 
school 45 years ago. I sometimes think 
that we were almost primitive in those days 
and, when I look back on some of the 
things I learned, I wonder! But what in- 
terested me most was the attitude of the 
medical profession toward sick people who 
were challenging their interest over a period 
of time. I have heard it said that “the 
profession of arms is the noblest profession 
on earth.” But this is not true. The pro- 
fession of medicine is still the noblest pro- 
fession of them all. Among the learned 
professions it is still among the first. That 
is why I feel we have a greater obligation 
than we have accepted till now, to seek out 
remedies for those of our clientele who may 
try our patience, who may represent a chal- 
lenge to our scientific interests. We cannot 
give the financial excuse any more, because 
money is available, and there always will 
be, to take care of people who are sick. I 
repeat that we must treat the physician as 
the man of science that he is and help him 
in his work. We must keep hospital beds 
together in one location and not separate 
them. 


Time And Distance 


Completeness, comprehensiveness, and 
continuity are vital in medical care. 
There are two elements in medical practice 
which must be taken into account. These 
two elements are Time and Distance. I 
need not tell any man who practices medi- 
cine what a powerful ingredient time is in 
diagnosis and therapy. When a patient is 
kept waiting for an x-ray or laboratory ex- 
amination, or because the doctor is out 
playing golf, he may very well pass over the 
dividing line between curability and incur- 
ability, between life and death. The element 
of time is expressed in many ways, and I 
know that you are aware of them. For 
example, the difference between acute and 
chronic is a question of time. Duration of 
illness is a question of time; and duration 
should never be a criterion for the admission 
or retention of a patient in a _ hospital. 
It should never be a question as to how 
long the patient is going to be sick. The 
question should be: does he need the highly 
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concentrated facility known as the modern 
hospital, where everything has been as- 
sembled for his benefit? If he needs it he 
should get it whether he needs it for a day, 
a week, a month, a year or longer. But if 
he doesn’t need it, he shouldn’t be there. 


The same may be said about distance. 
When you separate the acute from the 
chronic, that is distance. When the doc- 
tor’s office is miles away from the hospital 
and it takes him a long time to get there, 
that, too, is distance. Within the hospital 
you may have too great a distance in various 
ways—the nurses’ station from the patient’s 
bed, and so on. So, time and distance are 
important ingredients in organizing medical 
care. We must not, under any circum- 
stances, relax our vigilance when we are 
dealing with sick people. 


Individualization Of Care 


I know that | have been talking longer 
than I should, and I have a way of rambl- 
ing on forever on a vital subject like this, 
but I do want to close with these remarks. 
I think that the profession of medicine must 
consider three things (besides the factors 
of time, distance, and so on.) In the first 
place, we must have individualization of 
care.. We must never place a patient in a 
minority. And you know how often that 
is done in the hospital. Each patient is a 
world unto himself. It is of no interest to 
him that the patient in the next bed is more 
sick or less sick than he is. He has the 
right to the individual attention of his doc- 
tor. In the second place, I think that we 
as- practitioners of medicine, have to help 
break down the barriers between “acute” 
and “chronic” and treat patients continu- 
ously in accordance with their needs at the 
moment. 


The Hospital And The Practitioner 


In the third place, I think that the time 
has come when the hospital with all its 
wonderful facilities should share these fa- 
cilities with the practitioner.. I am unhappy 
about the thought that there are so many 
practitioners of medicine who are outsiders 
as far as the hospital is concerned. I think 
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the time has come when the hospital must 
invite them in. The hospital must help the 
practitioner to solve the problem in the 
home of the patient, by subsidy if necessary, 
in those cases where it is not absolutely 
necessary for the patient to go to the hos- 
pital. Anything that can be brought to 
the sick man on two feet or on wheels, 
should be brought to him. And, where you 
have an intramural program and an inte- 
grated extramural program on a continuing 
basis under hospital auspices, you are more 
likely to get the best results in the care of 
a patient. 

I want to conclude by saying that the 
interest of the physician in the patient suf- 
fering from prolonged illness is the acid 
test of his character. 


Thank you. 


..Dr. Layton: Dr. Bluestone, thank you 
very much for a most interesting talk. This 
subject is an interesting one, and Dr. Blue- 
stone to me has brought out many ques- 
tions. 


First of all, the gulf between the admin- 
istrator and the physician is one, I feel, 
that is simply solved, not by MacEachern’s 
book, which would be thrown out the win- 
dow, but by just one little phrase, ‘““What 
can I do to help the patient?” We have 
seen a few hospital administrators, and 
never at any time has the hospital admin- 
istrator said, ““What can I do to help the 
patient?” The finances are such today that 
hospital care is really in many cases, a 
hardship. Whether we have full payment 
plans or buffer plans or other types of in- 
surance plans, we get down to where we 
run out of money, and I think if we all 
work toward one common goal of continu- 
ous medical care of the patient, it would 
be a big step. 


It seems to me every general hospital 
should be—I hate the word “chronic,” too 
—shall we say, convalescent or prolonged? 


Dr. BLUESTONE: No. 


Dr. LAyTon: Not convalescent in a sense 
with some patients, but with the prolonged 
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patient or prolonged illness. Also associ- 
ated with that hospital should be rehabili- 
tation. Funds are available, and they must 
be used and they must be matched in this 
particular state. I think the treatment of 
the prolonged illness patient is a real chal- 
lenge, and it takes a good doctor to put out 
the neon sign in front of his eyes and not 
just flash the dollar sign. I think if you 
put that out and get to work on your pa- 
tient, you really can help the vast majority 
of them. To be deserted with the idea on 
your mind, in your own little world, that 
you are incurable or you have been forgot- 
ten, is disastrous. 


Are there any questions? Would you like 
to ask Dr. Bluestone any questions? 


Dr. BLUESTONE: I would like to comment 
on your remarks, Mr. Chairman, if I may. 


Having been a hospital executive for 30 
years, until I gave it up eight years ago 
for somewhat broader pastures, I know that 
if he is conscientious, the administrator has 
a moral as well as legal obligation to select 
the best doctors in the community to take 
over the various specialties in the hospital. 
In the university hospitals we know that 
the professor of medicine is the chief of 
medicine; the professor of surgery is the 
chief of surgery, and so on. In other hos- 
pitals, however, each chief of service should 
be considered as the professor in that hos- 
pital, and the administrator is under obli- 
gation, with the backing of his board and 
the help of the medical staff, to go into the 
community and pick out the very best to 
deal with the situation. 


Those staff doctors should be available 
not only to patients inside the hospital, but 
also to the family physician outside when 
the patient can be taken care of at home. 
I want the hospital to move toward the 
patient and the practitioner. I say that 
it is wrong to graduate a man in medicine, 
cut him off from the hospital, and expect 
him to do general practice for the rest of 
his life, depending on him at least to read 
medical journals. In these situations the 
‘endency is for him to practice the kind of 
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medicine that he learned in his fourth year 
in medical school, if he can remember it 
that long! 


But, where he is exposed to hospital 
medicine (under a home care program) even 
if he is not an insider—if he can call upon 
the hospital to help him solve the problem 
in the patient’s home—this help should be 
offered to him. 


Convalescense 


Please let me say a word on the subject 
of convalescence. Unfortunately the word 
“convalescent” is badly confused with “pro- 
longed illness. A convalescent patient is 
a patient who is safely on the road to par- 
tial or complete recovery, after having been 
acutely ill or chronically ill. He is con- 
valescing. He needs the sort of thing you 
and I need when we are overworked and 
go off on a holiday. But the patient who 
is suffering from prolonged illness is still 
sick; he is not convalescent. You can 
represent acute illness by a sharp peak. It 
is acute. Prolonged illness would be a peak 
and then a plateau. Convalescence comes 
down from the peak in an acute illness and, 
as the line continues down and the patient 
gets better, you provide convalescent care. 


It is wrong to use the word ‘“convales- 
cent” as a euphemism for “chronic disease,”’ 
which it isn’t. In our confusion we find that, 
in most institutions for the care of conva- 
lescent patients in this country, aged people 
and chronic patients, and all kinds of so- 
called incurables, and some mild mental 
patients too, are congregated. This is not 
convalescence, and I think that we ought 
to keep our definitions straight. 


I hope the time will come when “acute” 
and “chronic” will coalesce, will merge as 
a continuing problem in humanity and 
science. This means that the convalescent 
patient naturally will come in for his share 
of our attention. And much of it will be 
given in the patient’s own home. 


Now I would like to have some questions. 


Dr. CANNON: Dr. Bluestone, do you pro- 
pose to put all the patients with prolonged 
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illness in with our general hospitals or 
rather pilot groups for experimentation and 
study? I suspect that the number of such 
patients would be physically impossible to 
absorb in our general hospitals with their 
own problems of beds as they are. 

The other question has to do with the 
acceptance of federal funds. 


Dr. BLUESTONE: Shall we take one at a 
time? 


Dr. CANNON: Let me ask them both or 
I may forget my question. Do you find 
hospitals accepting state funds and county 
funds for the care of the indigent with no 
element of control? As soon as you talk 
about federal funds, you get a rigidness on 
the part of boards of directors, ““We can’t 
accept federal funds,” because of the im- 
plied control that they fear. I wonder if 
you could say something about that or how 
the fear can be overcome since the amount 
of funds available on a state, county or city 
level is so inadequate. 


Dr. BLUESTONE: As to your first ques- 
tion, I shall try to rephrase it, and I think 
I can give you the answer. Your first 
question is, What is the optimum size of 
a hospital? Are there minima? Are there 
maxima? How large shall a hospital be? 
But, why should we single out the patient 
suffering from prolonged illness in the con- 
sideration of the size of a hospital? You 
have mental hospitals now that have 15,000 
beds in these United States. You know as 
well as I do, that you cannot individualize 
care with anything like that number. I 
am for smaller units, and that is why I 
came up with the idea of Home Care, the 
idea being to treat the patient as if his 
home were a hospital of his own, that is, 
his hospital world. A patient who is taken 
care of in his own home has the illusion 
that the hospital exists for him alone. He 
doesn’t see the other patients, as he does 
when he goes into the hospital. So that 
your question is really a question of size. 


Consolidation In One Hospital 


Instead of having one bed in the general 
hospital and one bed at a distance out in 
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the country for the chronic patient, let’s 
bring them all together in one area so that 
the same laboratories, record rooms and 
operating rooms can serve them; the same 
staff will see them without a break. You 
are not going to get a better staff than the 
general hospital possesses, to take care of 
a patient in an independent chronic hos- 
pital! This has only happened once in the 
whole history of medicine. That hospital, 
Montefiore Hospital in New York City, is 
the living proof that independence is not 
the way to doit. In the end, it must take 
in “acute” patients too and treat them con- 
tinuously. 


You cannot predict proportions accur- 
ately and say that we are going to plan to 
have 25 or 30 or 50 per cent “‘acute”’ pa- 
tients and the rest “chronic’—you must 
establish the principle that you will not 
admit any sick man to a hospital unless 
he absolutely needs such a bed. If he needs 
it, then the question of time, or duration 
of illness, has nothing to do with the case. 


You can have a combined arrangement 
for a hundred, a thousand, ten thousand 
beds. I prefer the smaller units because 
they are more easily controlled. 


Does that answer your first question? 
Dr. CANNON: Yes. 


Dr. BLUESTONE: Now, your second ques- 
tion. Doctors are sensitive not only on the 
subject of federal subsidy of funds; they 
are sensitive whenever you mention group 
practice or voluntary health insurance. 
They are sensitive, and I think quite na- 
turally so, because they imagine that their 
living is involved. If you look into it deep- 
lv, however, this is a superficial reaction 
to the situation. 


Home Care Program 


Take, for example, the question of Home 
Care. The medical profession, i.e. the medi- 
cal society, opposed it. Why? Because, 
they said, the hospital would be practicing 
medicine. But of course it won’t be prac- 
ticing medicine! The hospital is going to 
help the practitioner to take care of the 
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patient in his home. We don’t want the 
doctor to send the patient into the hospital 
unless it becomes absolutely necessary. In 
other words, we want to improve the doc- 
tor’s living in this way! 


I once did a hospital survey where the 
doctors had the cancer detection clinic 
closed. Why? Because they argued that 
the clinic practiced medicine by charging 
ten or fifteen dollars, giving patients a com- 
plete work-up—that the hospital was taking 
money out of the doctors’ pockets, because 
these doctors should be taking care of these 
people. The answer is simple. In the first 
place, the doctor is not prepared with a 
group attack, whereas the cancer center is 
prepared. But, mark you, the cancer detec- 
tion clinic is a case-finder for the doctor. 
While one or two patients out of a thousand 
were found to be suffering from cancer, al- 
most half of the total were found to need 
a doctor, and back they went to the doc- 
tors’ offices. As a matter of fact, if the 
doctor were in business, he would prefer 
such agencies as will find out what patients 
need their services and then refer them to 
their offices. 


When I explained Home Care to the local 
county medical society, they went along 
with me, and now they bless us for it be- 
cause we helped them solve the problem of 
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the backbone of medical practice is the 
practitioner. If he weren’t there you would 
have to create him. When you speak of 
the doctor or the boards “freezing’’ when 
they hear the government may help finance 
the hospital, there is an element of logic 
in it, because in many instances government 
insists upon a say in the administration 
of the hospital when it contributes money. 
But that need not be the case. I will give 
you a concrete instance. 


During my last year at Montefiore Hos- 
pital (1 left there eight years ago or there- 
abouts) the City of New York, which is the 
local municipal government, contributed a 
million and a half dollars to our budgetary 
needs annually with never a hint of repre- 
sentation or interference. Nobody ever 
telephoned to me or asked me to do any- 
thing. We received that amount of money, 
or approximately that amount, for the care 
of public charges. So that you don’t have 
to have government control as a result of 
government subsidy. 


May I go on? 


Dr. Layton: Dr. Bluestone, we are run- 
ning a little behind time. 


Dr. BLUESTONE: Well, I think you get 
the point, and if there is no further time, 
I can only thank you for your attention. 


Dr. Layton: Thank you very much, Dr. 


the patient in his own home. After all, Bluestone. 


IT'S NOTHING NEW 


A substantial part of the increased cost of medical service is due to new techniques in 
medical science. On this point H. L. Mencken says: 

“Not a few of them call for expensive apparatus, and all of them call for kinds of 
skill that cannot be had for nothing. It is obviously far more costly to make a series of 
x-ray plates and cardiograms of the heart than it used to be to do the whole job with a 
stethoscope, or even the naked ear, as was the custom when I was young. A Wasserman 
may not cost as much as a permanent wave, but it at least costs more than no Wasser- 
man. And it is plainly more expensive to cut out a gangrenous appendix and nurse the 
patient back to health than it used to be to give him a dose of Glauber’s salts and send 
for a clergyman.” 

The above paragraphs appeared in the Journal of the AMA nearly 30 years ago. 
It simply proves that talk about the high cost of medical service is not new. It has been 
a perennial pastime for decades. 


Reprinted from Philadelphia Medicine, September 16, 1960 
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FLUOROPHENOTHIAZINE — 238a* 


A NEW AND MORE POTENT NEUROLEPTIC AGENT 


@ This new drug should soon find a place 
of value in the treatment of neuro-psychiatric 


disorders. 


In the area of phychiatry, the first half of 
the twentieth century has been devoted to 
the development of psychoanalytic theory 
and the drug therapy of mental and emo- 
tional illnesses. 


A review of the literature seems to in- 
dicate that the greatest strides in drug 
therapy in psychiatry have been made with 
tranquilizers. It would seem that of these 
drugs, the phenothiazine group has been 
the most useful. Experimental and clinica] 
uses of these drugs seem to indicate that 
they apparently have a specific effect on 
the psychotic process. However, it has 
been observed that they frequently pro- 
duce severe side effects. We have seen a 
great number of these side effects, ranging 
from severe dermatoses including exfoliative 
types—to jaundice and “Parkinson-like”’ 
syndromes. The problem, therefore, re- 


*Supplied by the Medical Research Department—The National 
Drug Co., Philadelphia, Pa. 


**Chief in Psychiatry, Philadelphia General Hospital. 
+Medical Consultant to the Psychiatric Clinic, Philadelphia 
tPsychiatric Resident, Philadelphia General Hospital. 
General Hospital. 
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solves itself into finding a drug which will 
control the psychotic processes with either 
4 minimum of side effects or side effects 
easily controlled. 


A new phenothiazine derivative, Fluoro- 
phenothiazine hydrochloride, was made 
available to our group at the Philadelphia 
General Hospital for study. This com- 
pound has the following chemical structure: 
2 - 
thoxyethylpiperazin-l-yl) propylphenothi- 
azine dihydrochloride. 


The compound, designated as 238A, was 
supplied as 2.5 mg. scored tablets for oral 
use, and in sterile solution, each cc. con- 
taining one mg. of the drug, for intra- 
muscular use. The acute toxicity of this 
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JOSEPH ROBINSON** 


Epwarp S. McCasg, M.D.7+ 


RospertT YEE, 


Keep sheet on front of chart 


Name: NOT ICE: 

Address: Fest Project 

Phone; No tranquilizer Besice 
Age: Trifluorophencthiazine 
Color: to be given 

Sex: (Aetive-6093 control) 
Marital Status: 

Religion: 

Diagnosis 

Date Admitted: 


Fost Post Treatment 
Treatment Improved No 
Much, Slight. | Charge, Worse 
i} Increased 
Motor Activity Not Remarkable 
Decreased 


| 

i 
Inappropriate | 

- Affect Appropriate 
Flat 


« Autonomic Effects Present 
Atsent 


Increased 


« Verbal Productivity 
Decreased 


AbLsent 
Ideational Changes Delusions 
Present 


Hallucinations Present 
Adsent 

Sub jective 
Complaints 


- Generalized Feeling 


Clearness of Thinking 
Clow 


Present 


Memc d 
ry and Orientation ener 


| 


Present 


a0, Araxiety 


Absert | 


Date given Dosage Deily 
Initial effect 
Meximum effect 
Side effects 
Duretion 
Toxicity 


compound seemed less than that for chlor- 
promazine, and the minimum effective dose 
was one-fifth that for chlorpromazine; thus 
there was a wide range of safety. Experi- 
mentally, it is ten times more potent than 
chlorpromazine in blocking a conditional 
response reaction. Compound 238A seems 
to have a direct action on basal ganglia 
and diencephalon with indirect action on 
the hypothalamus and reticular substance. 


A pilot study was undertaken to de- 
termine the efficacy of the experimental 
drug 238A. We want to emphasize that 
this phase was a pilot study and no controls 
were used. This, of course, implies that 
the results were not definitive, but they did 
give us a good insight into the relative 
merits of this new tranquilizing drug. In 
addition, the pilot study allowed us a wide 
range in the selection of patients and in 
the dosage of the drug. 


Methods And Materials 
A group of ten in-patients—eight over- 
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active agitated patients and two schizo- 
phrenics with catatonic excitement—was 
selected from the psychiatric service at the 
Philadelphia General Hospital. If a pa- 
tient was receiving a tranquilizing drug, 
it was discontinued and no drug therapy 
was given for at least one week before start- 
ing the use of 238A. If, however, a patient 
was not receiving medication, the drug was 
administered at once. 


At the start of the study, each patient 
was given a routine physical examination 
as well as a complete blood count and urin- 
alysis. Laboratory tests were done period- 
ically during the course of this study. A 
psychiatric evaluation was made at the start 
of the study and also at the conculsion. 
The in-patients were seen daily by the 
psychiatric resident to note any changes 
in the psychiatric picture during the course 
of treatment. 


Each patient was given one cc. (1.0mg.) 
of 238A intramuscularly three times daily. 
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This dose schedule seemed to produce a 
moderate ‘‘Parkinson-like” picture within 
three to ten days. When this clinical re- 
sponse was achieved, the patients were 
taken off the injectable form and placed 
on a dosage of one 2.5 mg. tablet, orally, 
once or twice daily. In some cases an 
anti-Parkinson drug had to be employed. 


Evaluation of each patient was achieved 
by means of a rating scale. Each patient 
was rated as slight improvement, good im- 
provement, no change, or worse. Improve- 
ment was determined in terms of the fol- 
lowing signs and symptoms: (1) motor ac- 
tivity; (2) affect; (3) autonomic effects; 
(4) verbal productions; (5) ideational 
changes; (6) presence or absence of hal- 
lucinations; (7) general effects; (8) clear- 
ness of thinking; (9) memory and orienta- 
tion; (10) anxiety. A sample of the rating 
scale is presented. (See top of page 389.) 


Second Study Group 


A group of 18 out-patients was selected 
for the second phase of our study. The age 
range of this group was from 21 years to 
70 years with an average of about 35 years. 
There were 10 females and 8 males. Four 
were single, 9 were married, 4 were widowed 
and one was divorced. Clinically, the group 
consisted of 16 psychoneurotics of various 
types and two were schizophrenics. Dura- 
tion of treatment and observation ranged 
from 2 weeks to 24 weeks with an average 
of 11 weeks. The same scale was used as 
described for the in-patient group. 


Each member of the out-patient group 
received a complete physical examination 
and laboratory studies were made at the 
start of the study. A complete psychiatric 
evaluation was also made at this time. 


The dosage of 238A was varied from one 
2.5 mg. tablet three times daily to one 2.5 
mg. tablet daily, with an average of one 
tablet twice daily. Whenever necessary, 
the dose of the medication was adjusted on 
a weekly basis. Laboratory studies were 
repeated when the patient completed his 
trial period of therapy. It was not felt 
necessary to do any interim laboratory 
studies inasmuch as there were no severe 
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complaints by the patients to indicate such 
a procedure. The patients were seen on 
weekly visits at which time they were evalu- 
ated by a different member of our team. 

Obviously, the treatment of out-patients 
is a more difficult task than the treatment 
of hospitalized patients. The physician 
must rely on the patient to take the medi- 
cation according to schedule and the ob- 
servation of the patient occurs only once 
a week in contrast to the observation of in- 
patients on an almost daily basis. 


Results 


The therapeutic response of the 18 out- 
patients to 238A was as follows: good im- 
provement was obtained in 13 patients; 
slight improvement in one patient; and no 
change in 4 patients. None of the patients 
were made worse by the treatment. Of the 
4 patients who showed no change in their 
clinical picture, 2 patients were hospitalized 
and were given 238A by intramuscular in- 
jection as described above. These two pa- 
tients manifested a good therapeutic re- 
sponse and were discharged from the hos- 
pital and treated on an out-patient basis. 


The development of akathisia* was 
marked in the neurotic group of patients 
which often frightened them so that they 
became reluctant to continue the treatment. 
However, with some reassurance, we were 
able to overcome this apprehension in most 
of the cases. The marked akathisia served 
as a sort of warning of the possibility of the 
development of a “Parkinson-like” syn- 
drome. At this point a decision had to be 
made whether to decrease the dose of the 
drug or to push the dose even further in 
order to enhance the onset of a “Parkinson- 
like” syndrome in order to achieve a desir- 
able therapeutic response. 


One of us (E.S.M.) used 238A in six 
private patients to treat psychosomatic 
diseases of the gastrointestinal tract. The 
patients were given one 2.5 mg. tablet of 
238A daily for three weeks. It was felt that 
five of these six patients showed a good re- 
sponse to the drug in conjunction with a 
bland diet and some psychotherapy. One 


*Akathisia: A psychosis marked by morbid fear of sitting down 
and resulting inability to do so. 
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Fluorophenothiazine — Robinson 


TABLE | 


Dose 
2.5 mg. Side 
Diagnosis Tablets Duration | Improvement Effects 
Psychoneurosis 1 TID 10 wks. Good None 
Somatization Reaction 1 TID 6 wks. Good None 
Agitated, depressed 1 TID 20 wks. Slight Drowsiness 
Relapsed: 
Paranoid schizophrenia | 1 TID 4 wks. Hospitalized | Parkinson 
Somatization Reaction 1 TID 12 wks. Good None 
Psychoneurosis with 
Conversion Symptoms TID 5 wks. 
Psychoneurosis with BID 


Martial 
Status 


No Change None 


Alcoholism 


TID 14 wks. Good None 


Schizophrenia 


BID 
TID 2 wks. 


No Change None 


Alcoholic History 


Psychoneurosis with 


TID 4 wks. Good None 


Psychoneurosis 


BID 12 wks. Good None 


Psychoneurosis 


TID 12 wks. Good None 


Psychoneurosis 
(anxiety) 


TID 17 wks. Good None 


Psychoneurosis 
(anxiety) 


TID 6 wks. Good None 


Anxiety Reaction 


TID 22 wks. Good None 


Anxiety Reaction 


TID 8 wks. Good None 


Psychoneurosis 


TID 10 wks. No Change None 


Obsessive compulsive 


TiD 12 wks. Good None 


lolele lo le le Isle leleln 


Traum. Neurosis 


TID 12 wks. Good None 


patient was not improved by this treat- 
ment. 


Data concerning each patient and the 
therapeutic response as derived from the 
objective rating scale are given in Table I. 


Discussion 


DeLay' and Deniker’ specified that an 
analeptic drug—a term which they intro- 
duced—should possess the following: (a) 
sedative action without narcotic effect; (b) 
specific effect on excitement, restlessness 
and aggressiveness; (c) specific action on 
subcortical symptoms manifested by vege- 
tative and extra-pyramidal changes. Thus 
Rauwolfia and phenothiazine compounds fit 
very well into this concept. The effective- 
ness of a neuroleptic drug is in its capacity 
to alter, reduce or eliminate part of the 
symptoms. Thus, a neuroleptic agent is 
used to reduce hypermobility when ab- 
normal initiative and increased affective 
tensions are present. 


Considerable work has been done in in- 
vestigating the basic formula of Promazine 
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and the numerous phenothiazine deriva- 
tives. One may hypothesize about the ef- 
fects of the various derivatives in terms of 
therapeutic effects. Promazine, for ex- 
ample, is the basic formula which, in large 
doses, may have a tendency to produce 
convulsions. An isopropyl side chain may 
produce an anti-histamine effect. A butyl 
side chain may have an anti-pruritic effect. 
A halide on the ring could increase liver 
and skin toxicity, while potentiating the 
neuroleptic and anti-emetic effects. In- 
clusion of a piperazine ring for the substi- 
tuted amine may increase the potency of 
the drug with production of extra-pyramidal 
signs. 

Goldman?’ considers Parkinsonism an end 
point in the titration of tri-fluoperazine 
against psychotic symptoms. The encepha- 
litic type is produced, including, at times, 
oculogyric crisis. The most common find- 
ing is akathisia—defined as an irresistable 
urge to be in motion, especially at night. 
In a minor form it is a feeling of inner 
unrest, associated with pulling sensations 
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in the legs. It is important to bear these 
phenomena in mind so that improper use 
of the plethora of the so-called tranquilizer 
drugs will not be made at a time when the 
dose needed to push a patient into an 
actual Parkinsonism becomes necessary to 
obtain a positive therapeutic result. It is 
also important that the physician does not 
become confused by these symptoms and 
err in making a diagnosis of encephalitis, 
meningitis or tetanus, when a patient has 
a susceptibility to the drug even when given 
in small doses. 


Diagnostically, several categories can be 
selected in which Tri-fluorophenothiazine, 
238A, can be expected to be helpful. These 
categories, in their degree of responsiveness 
are: (1) the psychoneuroses, especially of 
the anxiety type; (2) affective disorders; 
(3) acute and chronic brain syndromes. 
The drug seemed to have less effect in frank 
schizophrenic patients. 


There is usually little disagreement 
among physicians as to whether or not a 
patient improves on a particular drug. 
There is, however, a wide variation of 
opinion as to the degree of improvement. 
Neuroleptics tend to alter brain function 
in various ways and, in so doing, produce 
dissimilar effects on personality function. 
Thus, it is important that each patient be 
treated as an individual in his own socio- 
economic environment. 


Conclusions 


Fluorophenothiazine 238A is a powerful 
neuroleptic agent with a minimum of side 
effects. It appears that its effectiveness 
can be titrated against the production of 
Parkinson effect. The neurotic patient, 


because of akathisia, is more difficult to 
handle; it seems that this phenomenon is 
apparent more frequently in the agitated 
neurotic individual. Akathisia is a sort of 
signal for the physician to either push the 
drug to produce a ‘“Parkinson-like”’ effect, 
or to try to prevent the possibility of the 
development of the Parkinson syndrome 
by the use of a variety of anti-Parkinson 
agents. 


The parenteral form of 238A is decidedly 
more effective than the oral form. One mg. 
of the parenteral form seemed to be equiv- 
alent to 2.5 mg. of the oral form. The drug 
can potentiate barbiturate action, therefore, 
it should be used cautiously. No toxicity 
was observed for the skin, hematopoetic 
system or the liver. There were no gastro- 
intestinal complaints. 


Inasmuch as a wide spectrum of target 
symptoms is rendered amenable to treat- 
ment with this drug, it appears that 238A 
is a valuable adjunct in the treatment of 
a variety of mental disorders. Although 
the drug does not show any dramatic re- 
sults in the treatment of the schizophrenic 
process, it is nevertheless a potent tran- 
quilizer. In the parenteral form, its effect 
on a variety of neurotic symptoms was very 
gratifying. Compound 238A renders the 
patient more amenable to psychotherapy 
and rapid improvement is obtained with a 
minimum of side effects which are usually 
inherent in most of the other phenothiazine 
derivatives. 
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GLYCERINE RESEARCH AWARDS 


Nominations for the 1960 Glycerine Research Awards close on 
November 1, 1960. They may be made by the candidate himself or 
any third person on the official entry blank form mailed to: Glycerine 
Producers’ Association, Awards Committee, 295 Madison Ave., 


New York 17. 
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-ALOGICAL ADJUNCT TO THE 
-WEIGHT-REDUCING REGIMEN 


meprobamate plus d-amphetamine... 
_ reduces appetite...elevates mood...eases 
tensions of dieting... without overstimula- 
| tion, insomnia or barbiturate hangover. 


Dosage: One tablet one-half to one hour before each meal. 


anorectic-ataractic ® 


MADEX 


meprobamate 400 mg., with d-amphetamine sulfate 5 mg., Tabiets 
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Avoids Unpleasant Situations By Immediate 
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High Costs Of Litigation. 


The Only Plan Which Is Officially Sponsored 
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The Kent County Medical Society 
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WRITE OR PHONE 


J. A. Montgomery, Inc. 


DuPont Bidg. 10th & Orange Sts. 
87 Years of Dependable Service 
Phone Wilmington OL 8-647] 


If it’s insurable we can insure it 


We maintain 
prompt city-wide 
delivery service 
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CAPPEAU’S, INC. 


PHARMACISTS 
Wilmington, Del. 


AS NEAR AS YOUR TELEPHONE 


Ferris Rd. & 

Delaware Ave. W. Gilpin Drive 
& Dupont St. Willow Run 
Dial Ol 6-8537 WY 4-3701 


JOHN G. MERKEL 
& SONS 


Physicians — Hospital — 
Laboratory — Invalid Supplies 


PHONE OL 4-8818 


801 N. Union Street 


Wilmington, Delaware 
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extra 
ntibiotic 
activity 


allains activity 
evels promptly 


ECLOMYCIN Demethylchlortetracycline attains — 
usually within two hours—blood levels more than ade- 
quate to suppress susceptible pathogens—on daily 
dosages substantially lower than those required to 
elicit antibiotic activity of comparable intensity with 
other tetracyclines. The average, effective, adult 
daily dose of other tetracyclines is 1 Gm. With 
DECLOMYCIN, it is only 600 mg. 


TETRACYCLINE TETRACYCLINE 


ACTIVITY ACTIVITY 
WITH WITH OTHER 
DECLOMYCIN TETRACYCLINE 
THERAPY THERAPY 


Ss 


250 meg. q.i.d. 


uslains activity 
levels evenly 


DECLOMYCIN Demethylchlortetracycline sustains, 
through the entire therapeutic course, the high activ- 
ity levels needed to control the primary infection and 
to check secondary infection at the original—or at 
another—site. This combined action is usually sus- 
tained without the pronounced hour-to-hour, dose-to- 
dose, peak-and-valley fluctuations which charac- 
terize other tetracyclines. 


} 
be 
} 
Sd 
A 
— 
— 
— 
sf 
= 
fee 
Foal 
: 
ie 


retains activity 


levels 24-48 hrs. 


DECLOMYCIN Demethylchlortetracycline retains ac- 
tivity levels up to 48 hours after the last dose is 
given. At least a full, extra day of positive action may 
thus be confidently expected. The average, daily adult 
dosage for the average infection—1 capsule q.i.d.— 
is the same as with other tetracyclines...but total 
dosage is lower and duration of action is longer. 


DAYS OF TETRACYCLINE A' DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE B* DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE C*? DOSAGE 


DURATION OF PROTECTION 


YS OF DECLOMYCIN DOSAGE 


DURATION OF PROTECTION 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


CAPSULES, 150 mg., bottles of 16 and 100. Dosage: 
Average infections—1 capsule four times daily. Severe 
infections—Initial dose of 2 capsules, then 1 capsule 
every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with 
calibrated, plastic dropper. Dosage: 1 to 2 drops (3 to 
6 mg.) per pound body weight per day—divided into 
4 doses. 

SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), 
bottles of 2 and 16 fl. oz. Dosage: 3 to 6 mg. per 
pound body weight per day—divided into 4 aoses. 


PRECAUTIONS —As with other antibiotics, DECLOMYCIN may 
occasionally give rise to glossitis, stomatitis, proctitis, nausea, 
diarrhea, vaginitis or dermatitis. A photodynamic reaction to 
sunlight has been observed in a few patients on DECLOMYCIN. 
Although reversible by discontinuing therapy, patients should 
avoid exposure to intense sunlight. If adverse reaction or 
idiosyncrasy occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility with 
DECLOMYCIN, as with other antibiotics. The patient should 
be kept under constant observation. 


LEDERLE LABORATORIES 
A Division of 
AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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DRUG SERVICE 
FOR 
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HOSPITAL SUPPLIES 
SURGICAL BELTS 
ELASTIC STOCKINGS 
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900 Orange Street 

513 Market Street 

Fairfax 

Manor Park 


Gov. Printz Blvd. 


723 Market Street 
3002 Concord Pike 
DuPont Highway 


about 


46 CALORIES 


per 18 gram slice 


WHEAT, WHOLE WHEAT AND FLAKED OR 
ROLLED WHEAT FLOURS, YEAST, MOLASSES, 
SALT, HONEY, MALT, CARAMEL, SESAME SEED, 
YEAST FOOD, WITH AN ADDITION OF WHOLE 
RYE, OATMEAL, SOYA, GLUTEN AND BARLEY 
FLOURS, PLUS DEHYDRATED VEGETABLE FLOURS, 
INCLUDING CARROT, SPINACH, KELP, LETTUCE, 
PUMPKIN, CABBAGE, CELERY AND PARSLEY. 
CALCIUM PROPIONATE ADDED TO 
RETARD SPOILAGE. 

Baked exclusively FOR YOU by 


Under License By National Bakers Services, inc., Chicage 


A 
logical 
‘prescription for 
overweight patients 


anorectic-ataractic ® 


meprobamate sas d-amphetamine... 
depresses appetite...elevates mood... 
eases tensions of dieting... 
stimulation, insomnia or barbiturate 


hangover. 
Dosage: One tablet one-half to one hour before each meal. 


| meprobamate 400 mg., with d-amphetamine sulfate 5 mg., Tabiets ; 


without over- 


Baynard Optical 
Company 


Prescription Opticians 


We Specialize in Making 
Spectacles and Lenses 
According to Eye Physicians’ 
Prescriptions 


BAYNARD BUILDING 
5th & Market Sts. 


MEDICAL CENTER 


1003 Delaware Avenue 


Wilmington, Delaware 
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PLANNING FOR SECURITY AND RETIREMENT’ 


@ Family security and retirement at a selected 
age must be planned for early in a physician's 
career, or he will suddenly find that it is too 
late to attain his goal. 


THE PRESIDENT, (John B. Baker, presi- 
dent of the Medical Society of Delaware): 
The Society is fortunate in having some 
gentlemen who are experts in their fields. 


This afternoon we have Mr. Edward 
Hagemeyer who is a vice president of the 
Farmers Bank of the State of Delaware; 
Mr. Endsley Fairman, Vice President and 
Trust Officer and Director of Estate Settle- 
ment Division, Wilmington Trust Com- 
pany, and Dr. Hewitt Smith, Mayor of 
Harrington, hobbyist in financial affairs. 


Dr. Smith will take care of the discussion 
and we will ask Mr. Hagemeyer to start 
the program. 


Mr. Epwarp HAGEMEYER: Thank you, 
Dr. Baker. 


There are many similarities between our 
professions but there are certain dissimilari- 
ties which make it necessary for me to go 
to a doctor when I have a medical problem 
and for you to go to a specialist in finances 
when you have a financial problem. I hope 
you appreciate that difference. 

*Presented at the Annual Meeting of the Medical Society of 

Delaware, October, 1958, Du Pont Country Club. 


**Vice president, Farmers Bank of the State of Delaware. 
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Epwarp W. HAGEMEYER** 


We both operate in a highly specialized 
field. No more than you could make an 
expert medical practitioner out of me can 
I hope to make an expert investment man 
out of you today. That doesn’t mean, 
however, that with proper planning and 
thought given to the problem you can’t 
make a great deal of progress in attaining 
family security and retirement at such age 
as you select. 


There are many “if’s, and’s and where- 
ases” involved, but the most important fac- 
tor is that you set a goal, you determine 
what your objectives are, and start plan- 
ning toward them quickly. If you wait 
until too late, you may find that it is just 
that; too late to attain the goal. 


In the field of investment the biggest 
mistake is a failure to do an adequate job 
of planning, to realize the importance of 
sitting down and thinking out just what 
you are trying to accomplish. Just as you 
don’t prescribe generally for everyone, so 
it is necessary in the investment field to 
work out a program that fits each indi- 
vidual’s particular requirements. 


There are all types of securities. They 
serve different purposes. And there is the 
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question of life insurance, health and acci- 
dent insurance, and investing in real estate. 
Not being a specialist in the field of insur- 
ance or real estate, I am not going to dwell 
on these areas. But they are definitely a 
part of many people’s programs for retire- 
ment. 


What are the factors that we must con- 
sider in trying to work out an investment 
program? The first is, what is your present 
age and at what age do you plan to retire? 
Two, what resources are available to you, 
not only at present but in terms of present 
and future earning power? Three, what 
are your family responsibilities? Must 
you take care of them first before you plan 
on retirement? And last is the tempera- 
ment of the person. 


What are the elements from which we 
can compound our prescription? I men- 
tioned life, health and accident insurance. 
Certainly, a young doctor starting in prac- 
tice with a young family has the problem 
of what happens to his family if, while 
making his calls a truck hits him and he 
can’t practice or, he is killed. What hap- 
pens to his family? How do you provide 
against that possibility or protect your 
family? There is no way to provide against 
that possibility, unless you have inherited 
wealth, other than through the purchase 
of life insurance. 


The second element is real estate. The 
first and most obvious example is the pur- 
chase of your own home and possibly your 
office. Other people, as they accumulate 
funds, invest in real estate for rental in- 
come. The third element is bonds; and 
the last, stocks. 


I can’t stand here and say, “This is what 
you should do when you are planning for 
future retirement.” I can outline possi- 
bilities. I can’t outline specifics without 
knowing more about your problem and the 
relative weights you have to assign to such 
things as your family responsibility and the 
problem of educating your children. But 
there are some things that we do have to 
think about. 
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Let us try to take some specific examples 
and analyze what the person might do 
under the assumed circumstances. For ex- 
ample, I mentioned before a young doctor 
starting practice. Let’s assume that he has 
a young family, several children, probably 
more to come. Obviously, his first problem 
is providing for family security and the 
chances are he isn’t thinking much about 
retirement at sixty-five. He probably is 
more concerned with the debts accumulated 
while he was getting through school and 
his internship and setting up his practice. 
So his first objective will be to try to acquire 
a certain amount of family security. We 
will assume that he does this through the 
purchase of insurance. 


As the years go by he purchases his own 
home and decides he ought to have some 
funds in reserve to take care of unknown 
contingencies, money he can get in a hurry 
before he starts worrying about investing. 
I think that is a very important part of 
anyone’s planning. You want some liquid 
funds to protect yourself against the 
necessity of selling other securities at what 
might prove to be an unfortunate time. 
Those funds don’t have to lie idle; they 
can be put in a savings bank or where they 
are readily available at no sacrifice in terms 
of the price of liquidating. 


We will assume that this young doctor 
has done all of those things. He figures 
he has quite a few years of practice before 
him, but he doesn’t want to practice forever. 
He is looking forward now to full, or at 
least partial, retirement and the slowing 
up of his activities around 60 or 65. He 
had better start working toward that goal 
because he is going to have to put aside a 
portion of his income each year, over many 
years, to accumulate an estate in securities 
that will give him an adequate income on 
which to retire. 


He can to some extent depend on his 
life insurance. If he lives his life insurance 
has cash value, and it may well be that his 
greatest need for family protection is when 
he is younger and has children he is putting 
through school. Whereas, after the children 
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are married and have their own families, 
his responsibilities to his family are some- 
what less. He has only his wife to be con- 
cerned about. But perhaps he doesn’t 
need so much life insurance. Neverthless, 
during the years he has been buying it he 
has built up cash value in it. 


When it comes to investing his money, 
what should he do? If he is inclined and 
has the time and the temperament to sit 
down and study finances, he may want to 
do it himself. My impression of most doc- 
tors and professional people, however, is 
that they are so busy in their own profession 
keeping up with changes that they have 
little time or inclination to spend time 
studying finances or the stock market. But 
it is dangerous to get advice from amateur 
sources. 


I am sure you wouldn’t think much of 
me if I went to my barber and asked what 
was good for a sore throat or continual 
headaches. But I know quite a few people 
who get tips on the stock market from their 
barber, the bootblack or other sources. 
These are based on hearsay, what they 
heard someone else say. That is not how 
you go about investing for the long term 
if you want any degree of assured success. 
There are good sources of information in 
terms of banks and professional investment 
advisors, 


Many of the sources are not free. Some- 
times the advice you get is worth what you 
pay for it and not much more. That is not 
always true, but it does pay to be careful. 
It is amazing the number of estates you go 
through and wonder why they were holding 
some securities. Many of them have no 
value. They represent dollars that were 
invested by someone, but you couldn’t get 
anyone to give you ten cents for them. So, 
it is a field which is filled with perils for 
the unwary. 


We talked about the young doctor. What 
about the fellow who has accumulated 
funds in a savings account or in savings 
bonds? He has a good income and suddenly 
starts worrying about inflation. He thinks, 
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“this money I have in savings bonds I 
started twelve years ago, and it will buy 
about one-half to 60 per cent of what it 
would when I started. I better sell them 
and buy stocks.” Is that necessarily the 
answer? It may or may not be for the 
particular person. 


For example, he might decide, “Well, I 
want stocks that will pay me a good income 
and will gradually increase in value.” But 
assume his income is high enough that he 
is paying a tax of 40 to 45 per cent to the 
State and Federal Governments. Is that 
necessarily the best answer for him? He 
is merely adding additional income to a 
high tax bracket and getting relatively 
little benefit from it. Would he not be 
better off, if he is planning for the future, 
and since we don’t know what the future 
holds, to put some of his money in tax-free 
bonds and some of it in good growth stocks 
which might give him a low return now 
but which, on the basis of the management 
of the companies, lead him to believe that 
they will continue to grow as our economy 
grows? He does not add substantially to 
his current taxable income now. Might 
that not be a better answer to his problem? 
He will keep more of the dollars he gets 
if they are invested in tax-free securities. 
He will have provided for the future by 
buying in companies which will grow, 
whose earnings and dividends 10, 15 or 20 
years from now may be substantially higher 
than they are today. You notice I said 
“may be.” I am not making a definite 
forecast. But we do know from past ex- 
perience in this country that as the nation 
grows, industry must grow, and that the 
progressive companies in those industries 
are going to grow, too. 


Now, you say, “How do we choose these 
industries? How do we know which man- 
agement to select?” I can’t tell you in a 
few minutes how we do it, but I can tell 
you some of the factors which influence 
prices in both the bond and stock market. 


Bonds pay you a fixed income. High 
grade bonds offer you security in the sense 
that they pay a fixed amount at maturity; 
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they pay a fixed amout of income each six 
months; and, generally speaking, over a 
period of years they will tend to fluctuate 
in value within a narrower range than 
common or preferred stocks. 


Common stocks represent an equity in 
the business. They are not redeemable at 
any fixed value. You get your money from 
them by selling them in the market place at 
what someone else is willing to pay for 
them. Their prices are not determined 
by the level of interest rates but by a multi- 
tude of factors; by the company’s earnings 
and dividends, by the industry within which 
it operates, by the type of managenfent it 
has. They are influenced by one other 
factor which is largely unpredictable, the 
psychology of investors and the general 
public. 


For example, at some times people may 
be willing to pay twenty times the earn- 
ings of a company and accept a yield of 
only 3 or 3% per cent based on current 
dividends, because they are optimistic 
about the outlook for general business and 
particularly for that company. But, at 
other times, that same stock might be earn- 
ing the same amount and paying the same 
dividend but people might be willing to 
pay only 15 times earnings. Perhaps the 
outlook for business is poor at the time. 
Perhaps there is fear of declining prices 
and not inflation. So stock prices will 
fluctuate not only on the basis of business 
conditions and the fortunes of the particu- 
lar company but also on the basis of public 
attitudes. 


We have seen a great deal of that within 
the past year. Actually, many companies 
today are earning less than they were a 
year ago, and quite a number have cut 
dividends. But whereas last fall there was 
great concern about the outlook for busi- 
ness, and we had a short wave of liquida- 
tion of stocks in October, today the reverse 
is true. There seems to be a mad scramble 
to acquire stocks, and there is much talk 
about the inevitability of inflation, the de- 
clining value of the dollar, and nobody 
wants bonds. 
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These things have happened before. 
History repeats itself, but unfortunately, 
never in an identical manner so that we 
can be sure of exactly what will happen. 
Moreover, when you read that stocks hit 
a new high, if you will look you will ob- 
serve that not all stocks hit new highs. 
Everyday, if you will look at the Wall 
Street Journal, you will notice that so many 
stocks hit new highs and so many more 
hit new lows for the year. Our markets 
are, if anything, becoming more selective. 


I trust I have not confused you too 
much. I have tried to point out that there 
are many pitfalls in trying to do the job 
yourself without an adequate understand- 
ing of all the problems involved. 


I mentioned before mutual funds. Mutual 
funds are simply companies set up to pool 
the investment funds of a number of in- 
vestors. They have advantages and dis- 
advantages. They give the smaller in- 
vestor or the person starting out an op- 
portunity to diversify his investments, to 
put his funds in more than one basket, and 
to acquire professional management at what 
actually amounts to a nominal fee because 
the funds are managed by professional in- 
vestors. Normally, the shares are pur- 
chased at a premium over market value 
or their asset value amounting to 7 or 8 
per cent and are redeemable at their net 
asset value. There are more types of 
mutual funds than I can begin to describe. 
Some funds operate what they call a bal- 
anced fund. They hold both common 
stocks and bonds. Some specialize only in 
common stocks. Some attempt to concen- 
trate in rapidly growing industries and are 
called, growth funds. There is one called 
a speculative stock fund. Others specialize 
in the securities of a particular industry, 
buying only the stocks of what they think 
are the best companies in that field such 
as the electronics field. the chemical in- 
dustry, and so on. 


They have advantages because when you 
buy the shares of a mutual fund you are 
not buying just DuPont or General Motors 
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but generally an interest in a widely diversi- 
fied list of securities. 


One other advantage that the young 
man starting to build a retirement fund has, 
is that he is not putting all of his funds 
into the market at one time. It is possible 
to take advantage of fluctuations in the 
stock market. You don’t get spectacular 
results, but if you invest in a selected group 
of common stocks at regular intervals over 
a period of years, the chances are you will 
acquire those stocks at a lower average 
price than you will if you put all of your 
funds in at one time unless you have been 
particularly astute in buying stocks at a 
low point in the market. The difficulty is 
that most people get enthusiastic about 
the stock market after it has been rising 
for some time and begin buying stocks. 
So they buy near the top. After the mar- 
ket has been going down a long time, they 
get discouraged, decide there is no hope 
and liquidate. 


You may say, it is obvious nobody can 
make any money doing that, but it is amaz- 
ing how often it has been done over the 
years. One way to protect yourself against 
it is to invest regular amounts periodically. 
Suppose you take a stock like General 
Motors, put $500 into it every six months 
and start when its is selling at fifty. You 
buy 10 shares. Next time it is selling at 
twenty-five. At twenty-five your $500 will 
buy 20 shares. So that the higher in price 
the stock goes the fewer shares you buy. 
The lower in price, the more shares you 
buy. Over a period of years you will have 
acquired the stock at a relatively good av- 
erage price. 


That does not mean you cannot have a 
loss. If you are forced to liquidate for 
some reason when the market is at a low 
point, obviously you will have a loss. My 
only suggestion is, you don’t buy common 
stocks with funds that you are likely to 
need for an emergency. You don’t put 
yourself in a position where you are going 
to be forced to liquidate. You buy stocks 
for long term investment only when you 
can afford to ignore day to day fluctuations. 
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That is why I mentioned this question of 
temperament before. It seems to me it is 
an important factor because some people 
are constitutionally built so that they get 
upset at every little jiggle in the stock 
market. They get excited when it goes up 
five points and wish they had bought more. 


But if it drops three points they also 
get upset and lose a night’s sleep and start 
figuring, “I just lost $3,000 on my 1,000 
shares.” They don’t lose it until they sell 
it. They don’t make it either when it 
goes up until they sell it. But they have 
lost sight of their objective. They didn’t 
invest to make money in a few months or 
a year. They bought that particular stock 
because they felt over a period of years it 
would provide a good income, it would con- 
tinue to grow, so that they should not be 
concerned with day-to-day fluctuations. 
They should be more concerned with what 
happens to the company they have invested 
in. Has someone developed a new product 
that is likely to cut down on their sales 
or a better way of doing something? 


I think I have raised enough questions 
for you to start the discussion. 


Thank you. 


Dr. SMITH: Thank you, Mr. Hagemeyer. 
I agree wholeheartedly with everything that 
you have said. I think that first you stressed 
the fact that family security is the primary 
matter in a young husband’s financial pro- 
gram. After treating financial security the 
ownership of a home should be the next 
investment. The next thing is to get a 
reserve either in the form of a checking 
account, government bonds or money in a 
savings bank. 


I would like to ask you just how much 
do you think the average physician 
should keep in so-called reserve, 
whether it is a checking account or whether 
it is in short term bonds? In terms of his 
monthly needs would he want to keep pos- 
sibly six months for acceptable needs in an 
account like this and invest the rest? It 
obviously is foolish to have five or ten 
thousand dollars in a checking account. 
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Would he be wise to invest down to his 
foreseeable needs for the next six months. 


Mr. HAGENMEYER: I would keep in the 
checking account the funds I needed for 
day to day operations, enough balance that 
the bank is not making a service charge 
every month, and I would put the rest of 
the six months’ requirements in either a 
savings account or savings bonds. Right 
now short term government bonds give a 
good return, but six months ago a short 
term government bond gave a return of 
less than 1 per cent. They fluctuate widely 
with the actions of our monetary authori- 
ties. A savings bond gives a fixed return 
for the length of time you hold it and no 
risk at all of market fluctuations. It is 
redeemable at pre-determined levels. 


You do not buy the savings bond as an 
investment. You use it primarily as a 
reserve fund. You can get better returns 
on other securities if you assume more 
risk in terms of market fluctuations. You 
have no risk in a savings bond or in a sav- 
ings account. 


Dr. SMITH: Thank you. You mentioned 
growth stocks. Some financial writers will 
go so far as to say that growth stocks are 
the only medium by which a physician or 
other businessmen can provide for retire- 
ment. Will you name a few groups of 
stocks where growth stocks would be most 
apt to be found? 


Mr. HAGEMEYER: They will be found in 
industries which have the greatest prospects 
for growth. We are going through an era 
of revolutionary changes in both processes 
and products. Which industries provide 
the products or enable industry to adapt 
themselves to new ways? The chemical 
industry has certainly built an enviable 
reputation for the discovery of new pro- 
ducts. The electronics industry is newer. 
It received its impetus during the war and 
some companies have shown rapid increases 
in sales. The business equipment industry, 
because the amount of paper work and 
clerks needed has grown tremendously, so 
that an opportunity to buy more advanced 
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equipment that will enable them to get the 
job done more efficiently, has created a de- 
mand for new electronic equipment. The 
outstanding example is I1.B.M. The trouble 
with growth stocks is that they are never 
cheap in relation to others. The chances 
are they never will be so long as they con- 
tinue to maintain that rate of growth. The 
biggest factor is the quality of the man- 
agement and the extent to which it has 
provided for future succession. 


Dr. SmITH: Would you include drug 
stocks in that category? 


Mr. HAGEMEYER: Yes. They have been 
and still are growth stocks. There are other 
factors involved. An industry can show 
rapid increases in sales but earnings do not 
always keep up with the growth. The drug 
industry has grown rapidly and developed 
new products, to such an extent, that com- 
petition became so keen that companies 
did not have a long period of high profit 
margin on a new product. Someone else 
came along with something else that was 
competing with it, and for a period the 
drug stocks went through a readjustment. 
People suddenly felt, “They don’t grow 
the way we anticipated.” Now they are 
coming back into popularity again. That 
is the nature of markets. It has happened 
to other industries. 


Dr. SMITH: You dwelt on mutual funds. 
We all know that mutual funds are in a 
class by themselves. They offer adequate 
diversification and specialized supervision, 
and I think they are good vehicles for the 
young man starting his investment pro- 
gram.. But I wonder when in the process 
of growth of a man’s investments he should 
forsake the mutual funds and either study 
the market or study investments and do it 
himself, or else seek the advice of a com- 
petent investment officer. 


Mr. HAGEMEYER: I can’t draw that line 
with any certainty. I think it will vary 
with the individual. If you are inclined to 
do the job yourself and have the time to 
do a little studying or reading, you take 
it up as a hobby instead of the camera. 
You can talk to your banker or other people 
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who are in the field and perhaps get ideas 
and advice. I would say you might then 
branch out from the use of mutual funds 
much sooner. 


Dr. SMITH: Would it be around $15,000, 
total investment funds? 


Mr. HAGEMEYER: It could well be because 
you can’t get enough diversification with 
a much smaller amount. I think sometimes 
talk of diversification is overdone. Many 
of our major companies are themselves well 
diversified and operate in many different 
fields. We talk of the DuPont Company as 
a chemical company, but its interests range 
far wider than just the chemical industry, 
which itself is a widely diversified field and 
serves many other industries. They are 
large textile manufacturers in synthetic 
fabrics, and are in the paint business. So, 
they are affected by the building industry 
and the automobile industry. 


There are other companies, too, which 
are widely diversified in themselves and to 
that extent offer diversification. It would 
probably be possible to pick five major 
companies and pretty well cover most of 
the major industries in the country if you 
want diversification. But you can diversify 
too much. Diversification then becomes an 
excuse for not watching your investment. 
You figure, “I have plenty of time, I will 
buy a little of everything and trust to luck.” 
Nothing very serious will happen to much 
of it but that is not investment manage- 
ment. 


Dr. SmitTH: I gathered from your talk 
that you are a conservative advisor. Right 
now, fixed income securities, such as govern- 
ment bonds and preferred stocks, are more 
or less in the doghouse. Everyone knows 
they are the sheet anchor of an investment 
portfolio but would you give us an idea of 
what percentage of fixed income securities 
the average portfolio would contain, pro- 
vided the rest of the common stocks were 
probably “B-plus” grade or better. 


Mr. HAGEMEYER: That is a large order 
for the average portfolio. I can tell you 
what it should have been ten years ago 
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and it will vary with individual circum- 
stances and inclinations. In many of our 
funds we have 50 per cent in common 
stocks. The balance, depending on the 
circumstances, may be in corporate bonds 
and preferred stocks. In another account 
the balance might be entirely in tax-free 
securities, where tax exemption is impor- 
tant. The extent to which you can afford 
to put your money in common stocks will 
depend on what kind of common stocks you 
buy. For example, when income becomes 
an object you probably would buy more 
of what are called defensive stocks like 
utility companies, food stocks and the in- 
dustries which continue to do a stable 
volume of business, whether business is 
good or bad, and whose income is subject 
to relatively minor fluctuations. If you 
had a substantial portion of your funds in 
that type of stock, you would feel justified 
in holding a larger percentage of stocks be- 
cause your income won’t be as subject to 
wide fluctuation. It will vary with what 
your goal is. 


I could not name an ideal figure without 
knowing the circumstances of the investor 
and what his present status is. Is he in- 
terested in getting a current return? Is he 
interested in building for the future? 


Dr. SMITH: In other words, each port- 
folio would have to be tailored to the in- 
dividual’s needs? 


Mr. HAGEMEYER: That is right. 


Dr. SMITH: I am going to ask one more 
question. Mr. Hagemeyer, if you were a 
physician and a young man came into your 
office and said, “Doctor, what do you think 
of retiring at 55 instead of 65 so that 
I will get about ten more years of fishing, 
hunting and traveling before I get too old?” 
What would you advise him if you were a 
physician—retirement at 55? 


Mr. HAGEMEYER: That would depend on 
the individual. If he wants to retire badly 
enough, he will work toward it. Some 
people may think this a good idea at 30 
but not when 55 comes and they find them- 
selves still active. 
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DISTRIBUTION OF SERUM CHOLESTEROL LEVELS 


Among Normal Middle-Aged Men 


@ Most texts state that the serum choles- 
terol is normaliy 150 to 250 mg. per 100 mil., 
but study of 1,543 healthy, middle-aged 
males reveals a normal range of 164 to 323 


mg. per 100 mi. 


In recent years there has been an in- 
crease in the number of serum cholesterol 
determinations made on healthy individ- 
uals because of the reported association of 
cholesterol to coronary heart disease. If 
the significance of a person’s cholesterol 
level is to be evaluated properly, it is im- 
portant that specifications of normal values 
in the United States population be based 
on up-to-date surveys of well-defined, rep- 
presentative population groups. It is also 
important that the size of the samples 
studied be large enough to estimate the 
desired parameters with sufficient relia- 
bility. 

The normal range most frequently cited 
in texts and manuals on clinical laboratory 
procedures is approximately 150 to 250 mg. 
per 100 ml.'* Sunderman and Boerner 
state: “As shown by composite studies of 
over 700 healthy subjects, the average 
concentration of serum cholesterol is about 


*Biostatistician, Medical Division, E. I. du Pont De Nemours 
& Co., Inc, 


**Head of Clinical Laboratory, Du Pont Company, Wilmington. 
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200 mg. per 100 (italics theirs). The 
studies cited in support of this normal 
range were done prior to 1950. Surveys 
undertaken more recently indicate that 
the normal range among adult males in 
this country is substantially higher.®-'° 


During the year, 1959, 1,593 serum 
cholesterol determinations were made on 
men from 40 through 64 years of age who 
are employed by the du Pont Company and 
reside in the Wilmington area. The levels 
were determined by the method of Pear- 
son, Stern, and Mac Gavack.'! Blood was 
drawn when the men were in the fasting 
state, usually between 8:00 a. m. and 8:30 
a.m. The 50 men whose medical records 
revealed a history of coronary heart disease 
were exluded from this study, leaving 1,543 
for analysis. 


The frequency distribution of the levels 
obtained in this series is shown in Table 1! 
and on the chart. The mean, standard de- 


1 The clinical data appearing in this table, which is not published 
due to lack of space, is available on request by contacting the 
author. 
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Distribution of Serum Cholesterol Levels — Pell 


CHOLESTEROL (mg. % ) 


MEAN 245.5 


40.5 


s.0. 


PER CENT 


140 160 180 200 220 240 260 280 300 320 340 360 380+ 


TABLE II 


SELECTED POPULATION STUDIES OF SERUM CHOLESTEROL LEVELS 
IN ADULT MALES WITH NO CLINICAL CORONARY HEART DISEASE 


Ethnic and Socioeconomic Mean 
Authors Location Characteristics Age No. Cholesterol S.D. 
Wilmington Clerical, sales professional 40-64 1543 243.5 40.5 
Del. and managerial personnel 
Adlersberg, D. New York Low-middle income 38-67 295 240.5 48.2 
et. al.° City industrial workers 
Lawry, E. T. Various cities Mostly clerical workers, 40-64 1132 241.3 49.2 
et. al.’ in U.S. teachers and executives 
Lewis, L. A. Cleveland Production workers, clerical 40-64 774 242.0 
et. al.® workers and executives 
_ Los Angeles Production workers 40-64 634 263.3 


Pittsburgh Production workers, clerical 40-64 915 240.3 
workers and executives 


Pittsburgh Prisoners 40-59 326 215.8 
” Mass., Calif., Varied employed personnel 40-64 1532 241.0 
New York 


Epstein, F.H. New York Italian clothing workers 46-64 203 224.8 
et. City 


99 


Jewish clothing workers 40-64 284 244.0 
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viation, and normal range, in mg. per 100 
ml., are as follows: 
Mean 243.5 
S. D. 40.5 
Normal range (95% confi- 
dence interval) 164.1 to 322.9 


The mean cholesterol level in this group 
is about the same that has been found in 
large scale population studies done in re- 
cent years on other healthy adult males 
in the United States. A comparison of 
various population samples, representing 
a wide range of socio-economic categories, 
is presented in Table II. Of the ten groups 
shown in the table, the means of seven 
vary within the narrow range of 240.3 to 
244.0. The mean of one group, production 
workers in Los Angeles, is significantly 
higher than the others; i.e., 263.3. Two 
groups that are unusually low are Italian 
clothing workers in New York City (224.8) 
and prisoners in Pittsburgh (215.8). Apart 
from these three divergent groups, which 
may differ from the others because of 
unique dietary patterns, the data in our 
series are in substantial agreement with 
other surveys, and are probably repre- 
sentative of healthy middle-aged men 
throughout the nation. 


The normal range does not necessarily 
indicate a desirable range; it merely speci- 
fies the range of levels that are to be ex- 
pected in the population from which the 
sample was drawn. Normal ranges of ser- 
um cholesterol vary greatly in different 
parts of the world. It is possible that the 


United States, which has the highest death 
rate in the world from coronary heart 
disease, has an unduly high prevalence of 
hypercholesteremia. 


Summary 


Serum cholesterol determinations were 
made on 1,543 healthy males from 40 
through 64 years of age in the Wilmington 
area. The mean level was 243.5 mg. per 
100 ml. and the standard deviation, 40.5 
mg. per 100 ml. On the basis of these fig- 
ures, the normal range is 164.1 to 322.9 
mg. per 100 ml. These findings are in 
agreement with most other large scale 
surveys of healthy adult U. S. males under- 
taken in recent years. 
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MEDICAL ASPECTS OF SPORTS 


The Second National Conference on the Medical Aspects of Sports 
will be held in Washington, D.C., at the Statler Hotel on November 
27, 1960, immediately preceding the annual Clinical Meeting of the 
American Medical Association. It will cover a wide range of subjects, 
including panels and discussions related to training and conditioning, 
preventon of injuries, recognition referral and treatment of injuries, 
the psychology of sports participation and other subjects. Those 
interested in receiving announcements should address The Secretary, 
Committee on the Medical Aspects of Sports, A.M.A., 535 North 


Dearborn, Chicago 10, Illinois. 
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Obituaries 


COLONEL ROBERT H. DUENNER 
1883 - 1960 


Colonel Duenner, an Honorary Member of the Medical Society of 
Delaware, died in Walter Reed Army Hospital on June 12th. Colonel 
Duenner received his medical degree from George Washington University 
School of Medicine in 1910 and did graduate work in allergy at Cornell 
University. He entered the Army in 1912 and during World War I com- 
manded a base hospital in France. He graduated from the Army War 
College in 1934. Following his discharge from the service in 1946, he be- 
came Director of Student Health at the University of Delaware where he 
remained until the onset of his recent illness. 


Colonel Duenner was a founder of the Army-Navy Club in Washington 
and was a recipient of the Army Commendation Ribbon. His home was 
on Old Oak Road, Newark. 


CHARLES H. BENNING, M.D. 
1890 - 1960 


Dr. Benning, a native of Brooklyn, died in Wilmington on August 2nd. 
He received his medical degree from McGill University, Montreal in 1917, 
and a master’s degree in public health from Johns Hopkins. 


Dr. Benning was a specialist in epidemiology, being certified by the 
American Board of Preventive Medicine and Public Health. He came to 
Wilmington in 1952 and was the health commissioner for seven years. 
Prior to coming to Wilmington he served with the U.S. Military Commission 
in Hesse, Germany. He had been director of health at Oak Ridge for the 
Atomic Energy Commission. He had been selected for training in public 
health by the Rockefeller Foundation while serving with the Michigan 
State Department of Health. 


Dr. Benning was an associate member of the New Castle County Medical 
Society since 1954. 


VINCENT deP. MAGUIRE, M.D. 
1919 - 1960 


Dr. Maguire, a native of Wilmington and a graduate of Archmere 
Academy, Mount St. Marys College, and the University of Pennsylvania 
School of Medicine in 1943, died in Wilmington on May 20th. After intern- 
ship at the Delaware Hospital, Dr. Maguire served in the Army in World 
War II, seeing service in the Pacific and in Japan. He had been in the 
general practice of medicine since 1946. 
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THE WORLD SITUATION AND THE RIGHT TO VOTE 


Every day in the staff rooms and locker 
rooms of our hospitals we hear and partici- 
pate in discussions centering about national 
and world affairs. The fact that so much 
time is given to these discussions is ample 
proof of the concern of the average doctor 
for the future of his country. In spite of 
our individual concern, though, most of our 
energies are consumed by these discussions 
without actually translating our opinions 
and ideas into action. 


Traditionally, through the years the 
image of the doctor has been that of a 
strong individualist. We in the profession 
know this is still true for the most part. 
If strength and leadership were ever needed 
in the affairs of our country—they are 
needed today. While doctors by virtue of 
time limitations in their practice do not 
frequently seek public office, their influ- 
ence in their individual communities is un- 
questioned. 


No political party has a monopoly on the 
allegiance of the medical profession, and to 
contemplate such a situation is unthink- 
able. In these times it behooves each of 
us, as doctors and responsible citizens, to 
demonstrate our interest in good govern- 
ment within our individual communities. 
We must be recognized as a strong respon- 
sible group of citizens, if our voice is to be 
heard through the din of national and inter- 


*Editor, Journal of the Medical Association of Georgia. 
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national politics. We must change the re- 
cent false public image of the doctor from 
that of a rather passive individual in civic 
affairs to that of a strong aggressive fighter 
for the principles on which this country 
was founded. 


It is the opinion of the writer that a 
great deal of good could be accomplished 
by the doctors of Georgia on November 8, 
if we could all agree to close our offices 
either for the entire day or for a desig- 
nated period during that day. The purpose 
of such an observance of election day would 
make it possible for the physician, his 
aides, and his patients to go to the polls on 
this crucial day. Not only would closing 
of doctors’ offices facilitate voting but it 
would point up for all to see, the intense in- 
terest all doctors share in the future of our 
country. 


Assurance would have to be given to 
patients that all their emergency needs 
would be served on this day. Scheduled 
operations could proceed without interrup- 
tion. No patient need be neglected on this 
day. Suitable posters could be made avail- 
able for display in doctors’ offices outlin- 
ing the election day schedule of closing. 


Several doctors’ groups have expressed 
interest in this observance of election day. 
It is hoped that the doctors of Georgia may 
consider such a plan of action at the local 
level. 
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“Dresident’s “Page 


“BASICS” OF CITIZENSHIP 


Here are seven “basics” of citizenship which are recommended for every 
physician who takes his civic responsibilities seriously: * 


... “The doctor’s primary duty as a citizen is to be the guide and 
source of authority in all health matters relating to his community. This 
is an all-year-round civic responsibility, which his training and experience 
have qualified him to handle better than any other person in the community. 


. . . “The doctor should openly identify with the party of his choice, 
and vote regularly at all elections. 


. “The doctor should make an investment in democracy by con- 
uthating liberally financially to the party of his choice. 


. “The doctor should encourage patients and others with whom he 
comes in contact to register and vote in all elections. 


. . . “The doctor should keep informed on candidates and issues and 
let others know where he stands politically. 


. . . “The doctor can help candidates of his choice by such means as 
displaying campaign literature in his waiting room. 


. . . “The doctor should devote as much time as his professional duties 
permit to working for good government and for the political party of his 
choice.” 


A democratic way of life functioning under our republican form of 
government can survive only if its citizens have a fierce desire for freedom. 
When people of various civilizations preceding our own became willing to 
yield their liberty, bit by bit, in return for sops of promised ease and 
privilege from a paternalistic government, the results were disasterous. Can 
we learn from history? Is there a hard core of patriots who will show the 
toughness and self-denial required of good government? They must be 
sought out and given support by a growing body of citizens who will re- 
dedicate themselves to the spirit of freedom and self-reliance; who place 
ideals and integrity above material rewards. Such a movement needs the 
devoted backing of all liberty-loving Delawareans. 


*The PR Doctor, issued by Communications Division, American Medical Association, Chicago 10, Illinois 
(Special Citizenship Issue), July, 1960. 
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Unbound’ 


D.D.A. New Slate 


A Delaware First 


Medical Society 
Of Delaware 


New Division 


That Panacea— 
Aspirin 
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In the list of fantastic new U.S. products appearing in Time Maga- 
zine (Sept. 19th), is a transistor medical-recording device, soon to 
be available to doctors. It can be swallowed and will track down 
causes of a patient’s stomach upset. 


New officers and directors of the Delaware Diabetes Association 
elected on September 9, at Lewes are: Charles Levy, M.D., President; 
William T. Hall, M.D., Vice-President; Marvin H. Dorph, M.D., Sec- 
retary; Robert Klingel, M.D., Assistant Secretary; Herbert Baganz, 
M.D., Treasurer. Board of Directors: Drs. H. M. Baganz, E. M. 
Bohan, W. W. Briggs, M. H. Dorph, L. B. Flinn, W T. Hall, F. I. 
Hudson, R. L. Klingel, Charles Levy, J. A. Elliott, E. S. Resnick and 
Alexander Smith. 


Davis G. Durham, M.D., Wilmington, flew to Djakarta, Indonesia, 
on October 15th to join Project Hope, the floating medical center 
which is bringing the latest knowledge developed by the American 
medical profession to people of the Far East. Dr. Durham, the first 
ophthalmologist to join Project Hope, calls this a teaching expedition 
and will be “‘on board” two months. 


At the Annual Meeting of the Medical Society of Delaware held in 
Rehoboth and Lewes on September 8-10, 1960, Lemuel C. McGee, 
M.D. assumed the presidency; Sylvester W. Rennie, M.D. became 
president-elect; Gerald A. Beatty, M.D., vice-president, Joseph W. 
Abbiss, M.D., secretary. Charles Levy, M.D., was reelected trea- 
surer. Victor D. Washburn, M.D., was reelected representative to 
the Delaware Academy of Medicine. H. Thomas McGuire, M.D. 
and Leslie M. Dobson, M.D., will continue their two-year terms as 
delegate and alternate to the American Medical Association. 


Major expansion in state aid services to support and assist official 
agencies in the development and operation of occupational health 
programs, will be emphasized in the Public Health Service’s program 
of their new Division of Occupational Health.. As announced by the 
Surgeon General, this will replace the former Occupational Health 
Program. 


There is danger of anemia in some sufferers from rheumatoid arthritis 
who rely on aspirin for treatment, according to researchers from Ham- 
mersmith Hospital, London. It’s caused by loss of small amounts 
of blood through bleeding in the stomach and intestines due to aspirin 
sensitivity. 

Taken in frequent doses, aspirin stimulates the body’s hormone sys- 
tem and is known to reduce blood sugar, as well as fever and pain. 
This may prove it an inexpensive aid in relieving symptoms of diabetes 
and in lowering blood cholesterol, says the New Physician, journal 
of the Student A.M.A. 
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Personal 
Glimpses 


The Avocado And 
Serum Cholesterol 


Chloromycetin 


Brakes For Aging 


OcToBER, 1960 


Victor D. Washburn, M.D., heads Delaware’s new Council to Improve 
Health Care for the Aged .. . Lewis B. Flinn, M.D., has been re- 
appointed Governor for Delaware of the American Diabetes Associa- 
tion for the three-year term 1960-63 ... Joseph J. Davolos, M.D., 
attended a symposium on infectious diseases, jointly sponsored by 
the AAGP and the University of Kansas School of Medicine .. . 
M. A. Tarumianz, M.D., will resign as superintendent of Delaware’s 
three mental health institutions as of July 1, 1961; he will continue 
as state psychiatrist and chief consultant to the Board of Trustees 
of the Delaware State Hospital . .. Charles K. Bush, M.D., will suc- 
ceed Dr. Tarumianz ...C. J. Prickett, M.D., addressed the Home 
Safety Round-up Conference on “The Accident Threat to the Senior 
Citizen;’ Maynard H. Mires, M.D., was panel member; topic — 
“Home Safety”... Irvine M. Flinn, Jr., M.D., addressed the gradu- 
ating class of the Delaware Hospital School of Nursing. . . Lawrence 
M. Baker, M. D., elected president of the Kent County Unit of the 
Delaware Division, American Cancer Society, succeeded Otakar J. 
Pollak, M. D.; Aubrey C. Smoot, M. D., was elected president of the 
Sussex County Unit; Albert J. Wildberger, M. D., secretary; Leslie 
M. Dobson, M. D., chairman of professional education; Drs. James 
Beebe, Sr., Catherine Gray, and James E. Marvil, were chosen for 
the Board of Directors . . . Charles J. Katz, M.D., was speaker at a 
meeting of the Pilot Club... 


Total serum cholesterol values fell significantly in 8 of 16 men (27 
to 72 years of age) who were given 0.5 to 1.5 avocados per day to 
provide avocado fat in substitution for an equivalent amount of 
animal fat. Experiments showed that the lipid content of avocados 
is high (5% to 25%); that one avocado contains about 0.8 grams 
of sitosterol; that avocado oil has an iodine number of 90.4 Of the 
eight men whose cholesterol values did not fall significantly, three 
were diabetic; one was hypercholesterolemic. Upjohn Abstract. 


“Chloromycetin, one of the most effective drugs used in medicine 
today, has saved thousands of lives. Exhaustive research efforts 
have not demonstrated a direct connection between chloromycetin 
administration and blood disorders; with the tremendous increase in 
the use of chloromycetin, the rate of aplastic anemia has remained 
constant during the same period.” Statement by Harry J. Loynd, 
president of Parke, Davis & Co., at the Senate Sub-committee Hear- 
ing in Washington, D.C. 


Screening out unhealthy chemicals produced in the digestive process 
of laboratory mice has prolonged their lives as much as 26%. It 
may prove equally effective in slowing down the aging process in 
humans. Denham Harmon, M.D., University of Nebraska, addres- 
sing the International Congress on Gerontology, called these un- 
healthy chemicals “free radicals.”” He suggested that vitamin E and 
cysteine might prove capable of combining with these free radicals 
to counteract their formation, thereby slowing the aging process. 
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@ontributors Column 


Governor J. Caleb Boggs 


The Honorable J. Caleb Boggs has been serving 
in governmental capacities since 1946 when he 
was elected on a Republican ticket to the House 
of Representatives and served three terms. In 
1948, he resigned as a member of the House Com- 
mittee on Expenditures in the Executive Depart- 
ment and House Committee on Administration, 
to accept membership on House Committee on 
Judiciary—becoming the first Delawarean in 132 
years to gain this post. In 1952, J. Caleb Boggs 
was elected Governor of the State of Delaware 
and reelected in 1956. Governor Boggs is a mem- 
ber of the American Bar Association; was Chair- 
man of the Governor’s Conference 1959-60 and is 
President of the Council of State Governments. 

Sidney Pell, Ph.D., obtained his doctoral degree 
from the Graduate School of Public Health, Uni- 
versity of Pittsburgh, in 1956. Dr. Pell was statis- 
tician at the Diabetes Clinic of Bellevue Hospital, 
New York City, 1952-53 and is currently biostatis- 
tician for the Medical Division of the DuPont 
Company in Wilmington. 

Joseph Robinson, M.D., Hahnemann Medical 
College °42, is a Diplomate of the American Board 
of Neurology and Psychiatry and Associate in 
Psychiatry at Hahnemann in addition to his post 
as Chief in Psychiatry to Philadelphia General 
Hospital. 
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E. M. Bluestone, M.D., is past-president of the 
American Association of Hospital Consultants, 
member of the Expert Panel on Medical Care for 
WHO and holds membership on several hospital- 
magazine boards of editors. Dr. Bluestone, in ad- 
dition to his wide range of medical hospital affilia- 
tions, has pioneered many original projects such 
as Home Care. 


Walter B. Koniecki, B.S., Albright College °48; 
M.T. (ASCP), St. Joseph’s Hospital, Reading, 
Penna.—where he stayed on as blood chemist until 
1953—obtained his M.S. degree in biochemistry 
from the University of Delaware in 1955. Before 
his present post as Supervisor of Du Pont’s Clini- 
cal Laboratory, Mr. Koniecki was analytical re- 
search biochemist for the Industrial Hygiene 
Laboratory at Du Pont’s Chambers Works Plant. 

Edward S. McCabe, M.D., University of Penn- 
sylvania Medical School, is certified by the 
American Board of Internal Medicine and Con- 
sulting Internist to the Psychiatric Clinic, Phila- 
delphia General Hospital. 

Robert A. Yee, M.D., graduate of Temple Uni- 
versity Medical School °54, was in private practice 
from 1955-59 and is now resident in psychiatry at 
the Philadelphia General Hospital. 


Edward W. Hagemeyer 


Mr. Edward W. Hagemeyer, was with the Han- 
over Bank, New York from 1931 to 1946, handling 
trust investments and bank investment problems 
before joining the Farmers Bank of the State of 
Delaware as investment officer in 1947. Since 1952 
Mr. Hagemeyer has been vice-president in charge 
of bank and trust department investment policy. 
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Auxiliary 


WOMAN’S AUXILIARY TO THE MEDICAL SOCIETY OF DELAWARE, 1960 - 1961 


OFFICERS 
President Mrs. J. Leland Fox 201 Pennsylvania Ave., Seaford 
President-elect Mrs. Joseph V. Casella, 4809 Lancaster Pike, Sedgeley Farms, 
Wilmington 
Treasurer Mrs. Emerson Y. Gledhill Burnt Mill Rd., Chadds Ford, Pa. 
Recording Secretary Mrs. John B. Baker 206 N. Walnut St., Milford 
Corres. Secretary Mrs. William B. Cooper 630 Nylon Blvd., Seaford 
DIRECTORS 
Mrs. Douglas M. Gay (2 yrs.) Mrs. Lemuel C. McGee (1 yr.) 
Ewart Rd., Kennett Square, Pa. 1504 Woodsdale Rd., Wilmington 
Mrs. John J. Howard (1 yr.) Mrs. Charles M. Moyer (2 yrs.) 


3 Madlyn Ave., Madlyn Gardens, Wilmington Central Ave. and 6th St., Laurel 
Mrs. Hewitt W. Smith (1 yr.) 
103 Fleming St., Harrington 


CHAIRMEN of STANDING COMMITTEES 


A.M.E.F. Mrs. A. M. Devenis 310 Fisher Ave., Milford 
Archives Mrs. Douglas M. Gay Ewart Rd., Kennett Square, Pa. 
“Auxiliary Affairs” Mrs. Walter H. Comer 208 Spring Valley Rd., 
Delaware Medical Spring Valley, Wilmington 
Journal 

Bulletin Mrs. James T. Metzger 300 Weldin Rd., Liftwood, Wilmington 
Civil Defense Mrs. Leslie W. Whitney 229 Oakwood Rd., Fairfax, Wilmington 
Community Service Mrs. Leslie M. Dobson Clark Ave., Milford 
Finance Mrs. Robert F. Lewis Old Meadow Rad., Seaford 
Health Careers Mrs. James B. Aikins 12 Pelham Rd., Wilshire, Wilmington 
Legislation Mrs. Sylvester W. Rennie 1201 Delaware Ave., Wilmington 
Membership Mrs. Joseph V. Casella 4809 Lancaster Pike, 
Sedgeley Farms, Wilmington 

Mental Health Mrs. Robert L. Dickey 106 W. 6th St., Laurel 
Program Mrs. Willard F. Preston 2222 W. 17th St., Wilmington 
Publicity Mrs. Joseph M. Barsky, Sr. 1012 Barley Mill Rd., 
Westover Hills, Wilmington 

Revisions Mrs. H. Thomas McGuire 212 Delaware St., New Castle 
Safety Mrs. Carlton C. Fooks 428 S. Walnut St., Milford 
WA/SAMA Mrs. G. Barrett Heckler 908 W. 30th St., Wilmington 


OCTOBER MEETINGS 
Annual National Conference for State Presidents and Presidents elect, Chicago, IIl., 
October 3-5, attended by Mrs. J. Leland Fox, Seaford, and Mrs. Joseph V. Casella, Wil- 
mington. 


Board of Directors and Executive Board, Woman’s Auxiliary to the Medical Society 
of Delaware, October 19, Delaware Academy of Medicine, 1925 Lovering Ave., Wilmington. 
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See October 1 and October 22 JAMA for hotel and meeting 
registration forms. . . Complete scientific program of 


hical Meeting appears in October 22 JAMA 


Plan to 
attend the 


At 


than keeping abreast... keeping ahead! 


AMA 


Clinical Meeting 


Washington, D.C. 


Registration and Exhibits 
National Guard Armory 
November 28, 29, 30, December 1 


Use any means but by all means attend this 
session—an informative cross-section of 
medicine for all physicians. 


« Coronary Artery Disease 
¢ Clinical Nutrition 
« Panel on Nodules 


AMERICAN MEDICAL ASSOCIATION > 


535 North Dearborn Street, Chicago 10, Illinois. 


yr OVER 100 SCIENTIFIC PAPERS 
yw OVER 100 SCIENTIFIC EXHIBITS 
yx OUTSTANDING SYMPOSIA & PANELS 


« Panel on Antibiotics and Steroids 
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SELECTIVELY LOWERS 


LOMOTIL represents a major advance over the 
opium derivatives in controlling the propulsive 
hypermotility occurring in diarrhea. 

Precise quantitative pharmacologic studies dem- 
onstrate that Lomoti! controls intestinal propulsion 
in approximately 41 the dosage of morphine and 
‘oy the dosage of atropine and that therapeutic 
doses of Lomotil produce few or none of the diffuse 
untoward effects of these agents. 

Clinical experience in 1,314 patients amply sup- 
ports these findings. Even in such a severe test of 
antidiarrheal effectiveness as the colonic hyperac- 
tivity in patients with colectomy, Lomotil is effec- 
tive in significantly slowing the fecal stream. 

Whenever a paregoric-like action is indicated, 
Lomotil now offers positive antidiarrheal control 
... with safety and greater convenience. In addition, 


LOW DOSAGE EFFECTIVENESS 


ATROPINE 
EFFICACY AND SAFETY of Lomotil are indicated by its low median effective 
dose. As measured by inhibition of charcoal propulsion in mice, Lomotil was 
effective in about Yj; the dosage of morphine hydrochloride and in about 49 the 
dosage of atropine sulfate. 


MORPHINE 


DELAWARE MEDICAL JOURNAL 


ENTITY FOR DIARRHEA 


PROPULSIVE MOTILITY 


as a nonrefillable prescription product, Lomotil 
offers the physician full control of his patients’ 
medication. 

PRECAUTION: While it is necessary to classify 
Lomotil as a narcotic, no instance of addiction has 
been encountered in patients taking therapeutic 
doses. The abuse liability of Lomotil is comparable 
with that of codeine. Patients have taken therapeu- 
tic doses of Lomotil daily for as long as 300 days 
without showing withdrawal symptoms, even when 
challenged with nalorphine. 

Recommended dosages should not be exceeded. 

DOSAGE: The recommended initial dosage for 
adults is two tablets (5 mg.) three or four times 
daily, reduced to meet the requirements of each 
patient as soon as the diarrhea is controlled. Main- 
tenance dosage may be as low as two tablets daily. 
Lomotil, brand of diphenoxylate hydrochloride 
with atropine sulfate, is supplied as unscored, un- 
coated white tablets of 2.5 mg., each containing 
0.025 mg. (%4400 gr.) of atropine sulfate to dis- 
courage deliberate overdosage. 


Subject to Federal Narcotic Law. 


Descriptive literature and directions for use available 
in Physicians’ New Product Brochure No. 81 from 


6.0. SEARLE «eco. 
P.O. Box 5110, Chicago 80, Illinois 
Research in the Service of Medicine 


XXV1l 


| 
| 
| 
ah 
_ 
at 


XXVill DELAWARE MEDICAL JOURNAL OcTOBER, 1960 


All corticosteroids provide symptomatic control in rheumatoid arthritis, inflammatory derma- 
| toses, and bronchial asthma. They differ in the frequency and severity of side effects. Introduced 
: in 1958, Aristocort Triamcinolone bore the promise of high efficacy and relative safety. 


Physicians today recognize that the promise has been fulfilled ...as evidenced by the high rate 


LEDERLE 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, N.Y. 


of refilled ARISTOCORT prescriptions. 
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contain 


the 
bacteria-prone 


cold 


ycin, Triaminic® and Calurin®) 


safe antibiosis 


Triacetyloleandomycin, equivalent to oleandomycin 125 mg. 
This is the URI antibiotic, clinically effective against certain 
antibiotic-resistant organisms. 


fast decongestion 


Triaminic®, 25 mg., three active components stop running noses. 
Relief starts in minutes, lasts for hours. 


well-tolerated analgesia 


Calurin®, calcium acetylsalicylate carbamide equivalent to 
aspirin 300 mg. This is the freely-soluble calcium aspirin that 
minimizes local irritation, chemical erosion, gastric damage. 
High, fast blood levels. 


TAIN brings quick, symptomatic relief of the common cold 
(malaise, headache, muscular cramps, aches and pains) espe- 
cially when susceptible organisms are likely to cause secondary 
infection. Usual adult dose is 2 Inlay-Tabs, q.i.d. In bottles of 50. 
Ix only. Remember, to contain the bacteria-prone cold...TAIN. 


SMITH-DORSEY - Lincoln, Nebraska 
a division of The Wander Company 
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Rautrax-N lowers high blood pressure gently, 
gradually... protects against sharp fluctuations 
in the normal pressure swing. Rautrax-N com- 
bines Raudixin, the cornerstone of antihyperten- 
sive therapy, with Naturetin, the new, safer 
diuretic-antihypertensive agent. The comple- 
mentary action of the components permits a 
lower dose of each thus reducing the incidence 
of side effects. The result: Maximum effective- 
ness, minimal dosage, enhanced safety. Rautrax-N 
also contains potassium chloride — for added 
protection against possible potassium depletion 
during maintenance therapy. 


Supply: Rautrax-N — capsule-shaped tablets — 
50 mg. Raudixin, 4 mg. Naturetin, and 400 mg. 
potassium chloride. Rautrax-N Modified — cap- 
sule-shaped tablets—50 mg. Raudixin, 2 mg. 
Naturetin, and 400 mg. potassium chloride. For 
complete information write Squibb, 745 Fifth 
Avenue, New York 22, N. Y. 


Squibb Quality—The 


celess Ingredient 


new 


Rautrax-N 


Squibb Standardized Whole Root Rauwolfia Serpentina (Raudixin) 
and Benzydroflumethiazide (*Naturetin) with Potassium Chloride 
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YNCILLIN® 
OO mg. t.i.d. ~ 5 days 


W. M. 24-year-old-male. Admitted with sore throat 


which had progressed rapidly in severity for 24 


‘hrs. Temp. 104.4. Pulse 110. Acute pharyngitis 


and enlarged, red, bulging tonsils covered with 


pus. Throat culture revealed beta hemolytic stre 


Patient given 500 mg. SYNCILLIN t.i.d. Within, 


24 hrs., fever terminated by crisis with 


marked relief 


After 5 days 


_ pt 
i 
eth 


| iatric Drops — 1.5 Gm. bottles. Calibrated r delivers 1 (200,000 units): 


for your patients with 


‘low back syndrome’ and 


other musculoskeletal disorders 


POTENT muscle relaxation 


EFFECTIVE pain relief 


SAFE for prolonged use 
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stiffness and pain 


ratl fy If) relief from stiffness and pain 
in 106-patient controlled study : 
(as reported in J.A.M.A., April 30, 1960) 


“Particularly gratifying was the drug’s [SOMA’s] 
ability to relax muscular spasm, relieve pain, and 
restore normal movement... Its prompt action, 
|: ability to provide objective and subjective assist- 
3 ance, and freedom from undesirable effects rec- 
ommend it for use as a muscle relaxant and anal- 
gesic drug of great benefit in the conservative 
management of the ‘low back syndrome’.” 


Kestler, O.: Conservative Management of “Low Back Syndrome”, 


].A.M.A. 172: 2039 (April 30) 1960. 


FASTER IMPROVEMENT—79% complete or marked 
improvement in 7 days (Kestler) 


EASY TO USE—Usual adult dose is one 350 mg. tablet 
three times daily and at bedtime. 


SUPPLIED: 350 mg., white tablets, bottles of 50. 
For pediatric use, 250 mg., orange capsules, bottles of 50. 


Literature and samples on request. 


(CARISOPRODOL, WALLACE) 


WW) WALLACE LABORATORIES, CRANBURY, NEW JERSEY 
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IN COLDS AND SINUSITIS— 
THE RIGHT AMOUNT OF “INNER SPACE” 


Neo-Synephrine hydrochloride relieves the boggy 
feeling of colds immediately and safely, without 
causing systemic toxicity or chemical harm to nasal 
membranes. Turbinates shrink, sinus ostia open, 
ventilation and drainage resume, and mouth-breath- 
ing is no longer necessary. 


| RIGHT AWAY 


Gentle Neo-Synephrine shrinks nasal membranes 

for from two to three hours without stinging or 
: harming delicate respiratory tissues. Post-thera- 
peutic turgescence is minimal. Neo-Synephrine does 
not lose its effectiveness with repeated applications 
nor does it cause central nervous stimulation, jitters, 
insomnia or tachycardia. 


LABORATORIES Neo-Synephrine solutions and sprays produce shrink- 
Now Vork 38, N. ¥. age of tissue without interfering with ciliary activity 


or the protective mucous blanket. 
® For wide latitude of effective and safe treatment, 
NEO = SYN i H Ri NE Neo-Synephrine hydrochloride is available in nasal 
(Brand of phenylephrine hydrochloride) sprays for adults and children; in solutions from 
nyerochtortee 4%y% to 1%; and in aromatic solution and water 


NASAL SOLUTIONS AND SPRAYS soluble jelly. 


ne 
4 
“ay 
q 

as 

~ 
= 

4 

weir 
Gat 

| 

& 

ak 

| 

4 

& 

| 

24 

. 

F 

| 

i 

: 


OcTOBER, 1960 


DELAWARE MEDICAL JOURNAL 


senile 
anxiety 
disorientation 
agitation 


hostility 
irritability 
apprehension 
hysteria 
insomnia 


chronic 
urticaria 


alcoholism 


menopausal 
syndrome 


neuro- 
dermatoses 


functional 
gastrointestinal 
disorders 


psychoneuroses 


tension 
headaches 


dysmenorrhea 


matic 
complaints 


situational 
stress 


asthma 
hyperactivity 


tics 


preopera 
anxiety 
enuresis 


behavior 
problems 


ATARAX ENCOMPASSES MORE PATIENT NEEDS...LETS YOU 
CHART A SAFER, MORE EFFECTIVE COURSE TO TRANQUILITY 


ATARAX has a wide range of flexibility . . . from 
mild adult tensions and anxieties to full-blown 
alcoholic episodes . . . from the behavior dis- 
orders of childhood to the emotional problems 
of old age. Why? Because it gives you maximum 
adaptability of dosage . . . works quickly and 
predictably . . . is unsurpassed in safety. 


ATARAX Offers extra pharmacologic actions 
especially useful in certain troublesome con- 
ditions. It is antihistaminic and mildly anti- 
arrhythmic, does not stimulate gastric secre- 
tions. Hence it is well suited to the needs of 
your allergic, cardiac and ulcer patients. 


Have you discovered all the benefits of 
ATARAX? 


Dosage: Adults, one 25 mg. tablet, or one tbsp. Syrup 
q.i.d. Children, 3-6 years, one 10 mg. tablet or one tsp. 
Syrup t.i.d.; over 6 years, two 10 mg. tablets or two tsp. 
Syrup t.i.d. 


Supplied: Tiny 10 mg., 25 mg., and 100 mg. tablets, bot- 
tles of 100. Syrup, pint bottles. Parenteral Solution: 
25 mg./cc. in 10 cc. multiple-dose vials; 50 mg./cc. in 
2 cc. ampules. Prescription only. 


Complete bibliography available on request. 


ATARAX 


(BRAND OF HYDROXYZINE) 


PASSPORT TO TRANQUILITY 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the Worid’s Well-Being™ 


@ for vitamin-mineral supplementation 
VITERRA : 
e therapeutic capsules 
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no irritating crystals - uniform concentration in each drop 


STERILE OPHTHALMIC SOLUTION 


PREDNISOLONE 21-PHOSPHATE-NEOMYCIN SULFATE 


2,000 TIMES MORE SOLUBLE THAN PREDNISOLONE OR HYDROCORTISONE 


‘The solution of prednisolone has the 
advantage over the suspension in that no 
crystalline residue is left in the patient’s 
cul-de-sac or in his lashes .... The other 
advantage is that the patient does not have to 
shake the drops and is therefore sure of 
receiving a consistent dosage in each drop.'’@ 


1. Lippmann, O.: Arch. Ophth. 57:339, March 1957 

2. Gordon, D.M.: Am. J. Ophth. 46:740, November 1958. 
supplied: 0.5% Sterile Ophthalmic Solution NEO- 
HYDELTRASOL (with neomycin sulfate) and 0.5% Sterile 
Ophthalmic Solution HYDELTRASOL”®. In 5cc. and 2.5cc 
dropper vials. Also available as 0.25% Ophthalmic 
Ointment NEO-HYDELTRASOL (with neomycin sulfate) 
and 0.25% Ophthalmic Ointment HYDELTRASOL. 

in 3.5 Gm. tubes. 


HYDELTRASOL and NEO-HYDELTRASOL are trademarks of Merck & Co., Inc. 


80 MERCK SHARP & DOHME Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


SS 


Lifts depression...as calms anxiety 


Smooth, balanced action lifts depression as 
it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect 
of amphetamine-barbiturates and ener- 
gizers. While amphetamines and energizers may 
stimulate the patient —they often aggravate 
anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — they 
often deepen depression. 


In contrast to such “seesaw’”’ effects, Deprol’s 
smooth, balanced action lifts depression as it calms 
anxiety — both at the same time. 


Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be grad- 
ually increased up to 3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzi- 
late hydrochloride (benactyzine HCl) and 400 mg. 
meprobamate. Supplied: Bottles of 50 light-pink, 
scored tablets. Write for literature and samples. 


Acts swiftly-— the patient often feels 
better, sleeps better, within a few days. 


Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 


Deprol does not produce liver damage, hypoten- 
sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 
depressant drugs. 


Ww) WALLACE LABORATORIES / Cranbury, N. J. 
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logical 
= combination 

for appetite 

suppression 


PROTECTION AGAINST LOSS OF IN- 
COME FROM ACCIDENTS & SICKNESS 
= meprobamate plus AS WELL AS HOSPITAL EXPENSE 
P PP ELIGIBLE DEPENDENTS. 


mood... 
£ reduces tension... without 
SURGEONS 
insomnia, overstimulation DENTISTS 
Darbiturate hangover. PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
| Dosage: One tablet one-half to one hour before each meal. OMAHA 31, NEBRASKA 
: Since 1902 
Handsome Professional Appointment 
j Book sent to you FREE upon request. 
FRAIM’S DAIRIES 
Division 
ABBOTTS DAIRIES THE 
ADVERTISERS 
Wilmington 
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In active people who won't take time to eat properly, »tyADEc can help prevent deficiencies by 
providing comprehensive vitamin-mineral support. Just one capsule a day supplies therapeutic 
doses of 9 important vitamins plus significant quantities of 11 essential minerals and trace 
elements. MYADEC is also valuable in vitamin depletion and stress states, in convalescence, in 
chronic disorders, in patients on salt-restricted diets, or wherever therapeutic vitamin-mineral 
supplementation is indicated. 


Each myapec Capsule contains: virAMINs: Vitamin By crystalline—5 mcg.; Vitamin Bz (riboflavin)—10 mg.; 
Vitamin B. (pyridoxine hydrochloride) —2 mg.; Vitamin B; mononitrate— 10 mg.; Nicotinamide (niacinamide)— 
100 mg.; Vitamin C (ascorbic acid)—150 mg.; Vitamin A—(7.5 mg.) 25,000 units; Vitamin D—(25 mcg.) 1,000 
units; Vitamin E (d-alpha-tocophery] acetate concentrate) —5 1.U. MINERALS: (as inorganic salts) lodine—0.15 mg.; 
Manganese—1 mg.; Cobalt—0.1 mg.; Potassium—5 mg.; Molybdenum—0.2 mg.; Iron—15 mg.; Copper—1 mg.; 
Zinc—1.5 mg.; Magnesium—6 mg.; Calcium—105 mg.; Phosphorus—80 mg. Bottles of 30, 100 and 250. 


a quick “bite”... 
then back 

to the grind P 
nutritional 
deficiency’s 

not far behind. 


prescribe... 


high potency vitamin-mineral supplement 


PARKE-DAVIS 


PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 
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=~ REMEMBER THIS: SO DOES ENARAX ~— 


Think of your patient with peptic ulcer—or with gastrointestinal 
dysfunction —on a typical day. 


Think of the anxieties, the tensions. 

Think, too, of the night: the state of his stomach emptied of food. 
Disturbing? 

Then think of ENARAX. For ENARAX was formulated to help you control pre- 
cisely this clinical picture. ENARAX provides oxyphencyclimine, the in- 
herently long-acting anticholinergic (up to 9 hours of actual achlorhydria') 
... plus Atarax, the tranquilizer that doesn’t stimulate gastric secretion. 
Thus, with b.i.d. dosage, you provide continuous antisecretory/antispas- 
modic action and safely alleviate anxiety... with these results: ENARAX 
has been proved effective in 92% of G.I. patients.?-4 


When ulcerogenic factors seem to work against you, let ENARAX work 
for you. 


(10 MG. OxYPHENCYCLIMINE PLUS 25 mG. aTARAxO!) A SENTRY FOR THE G.I. TRACT 


dosage: Begin with one-half tablet b.i.d.— preferably in the morning and before retiring. 
Increase dosage to one tablet b.i.d. if necessary, and adjust maintenance dose according 
to therapeutic response. Use with caution in patients with prostatic hypertrophy and only 
with ophthalmological supervision in glaucoma. 

supplied: In bottles of 60 black-and-white scored tablets. Prescription only. 


References: 1. Steigmann, F., et al.: Am. J. Gastroentero!. 33:109 (Jan.) 1960. 2. Hock, C. W.: 
to be published. 3. Leming, B. H., Jr.: Clin. Med. 6:423 (Mar.) 1959. 4. Data in Roerig Medical 
Department Files. t brand of hydroxyzine 


FOR HEMATOPOIETIC STIMULATION 
WHERE OCCULT BLEEDING IS PRESENT New York 17, N. Y. 


PT Division, Chas. Pfizer & Co., Inc. 
HEPTUNA® PLUS Science for the World’s Well-Being ™ 
THE COMPLETE ANEMIA THERAPY 
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ALL OVER AMERICA! 


KENT with the MICRONITE 
SMOKED 
MORE SCIENTISTS and EDUCATORS 


than any other cigarette !* 


\ 


HIS does not constitute a The rich pleasure of smoking 

professional endorsement Kent comes from the flavor 

of Kent. But these men, like of the world’s finest natural 

i millions of other Kentsmokers, tobaccos, and the free and 

smoke for pleasure, and choose easy draw of Kent’s famous 
their cigarette accordingly. Micronite Filter. 


If you would like the booklet, ‘‘The Story of Kent”, for your 
| own use, write to: P. Lorillard Company—Research De- 
partment, 200 East 42nd Street, New York 17, New York. 


For good smoking taste, 
it makes good sense to smoke 


Resutts of continuing study of preferences. conducted by O'Brien Sherwood Associates. NY NY. 
& PRODUCT OF P LORILLARD COMPANY FIRST WITH THE FINEST CIGARETTES THROUGH LORILLARD RESEARCH 
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Te or bacterial pneumonias 


The Original Tetracycline Phosphate Complex U.S. PAT. NO. 2,791,609 


SUPPLY: TETREX Capsules—tetracycline phosphate 
complex—each equivalent to 250 mg. tetracycline HCI 
activity. Bottles of 16 and If 


BRISTOL LABORATORIES, SYRACUSE, NEW YORK BRISTOI 
. alt TETREX Syrup—tetracycline (ammonium polyphosphate 
buffered) syrup — equivalent to 125 mg. tetracycline HC! 
activity per 5 mi. teaspoonful. Botties of 2 fl. oz. and 1 pint. 
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To the relief of musculoskeletal pain, 


MEDAPRIN’ 


adds restoration of function 


Analgesics offer temporary relief of musculo- 
skeletal pain, but they merely mask pain rather 
than getting at its cause. New Medaprin, in 
addition to bringing about prompt subjective 
improvement, promotes the restoration of normal 
function by suppressing the inflammation that 
causes the pain. 


Medaprin, Upjohn’s new analgesic-steroid com- 
bination, contains aspirin plus Medrol,** the 
corticosteroid with the best therapeutic ratio in 
the steroid field.* Instead of suffering recurrent 
discomfort because of the “wearing off” of 
analgesics. the patient on Medaprin experiences 
a smooth, extended relief and more normal 
mobility. 


Indications: Medaprin is indicated in mild-to- 
moderate rheumatic and musculoskeletal condi- 


tions, including rheumatoid arthritis, deltoid 
bursitis, low back pain, neuralgia, synovitis, 
fibromyositis, osteoarthritis, low back sprain, 
traumatic wrist, sciatica, and “tennis elbow.” 
Dosage: The recommended dosage is 1 tablet 
q.i.d. The usual cautions and contraindications 
of corticotherapy should be observed. 
Supplied: In bottles of 100 and 500. 

Formula: Each Medaprin tablet contains 


© 300 mg. acetylsalicylic acid, for prompt 
relief of pain 


© 1 mg. Medrol, to suppress the causative 


inflammation 
@ 200 mg. calcium carbonate. as buffer 
rRADEMARK -RADEMARK, REG. U.S. PAT. OFF. — METHYL? ONE, UPJOHN 


TRATIO OF DESIRED EFFECTS TO UNDESIRED EFFECTS 
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Blood pressure that goes up with 


tress 


often comes down with SERPASI-E 


One reason that many cases of hypertension 
respond to Serpasil is that many cases are as- 
sociated with stress. Stress situations produce 
stimuli which pass through the sympathetic 
nerves, constricting blood vessels, and increas- 
ing heart rate. Hyperactivity of the sympathetic 
nervous system may elevate blood pressure; if 
prolonged, this may produce frank hyperten- 
sion. By blocking the flow of excessive stimuli 
to the sympathetic nervous system, Serpasil 
guards against stress-induced vasoconstriction, 
brings blood pressure down slowly and gently. 


(reserpine CIBA) 
n mild to moderate hypertension, Serpasil is 
basic therapy, effective alone ‘‘...in about 70 
per cent of cases...’’* 
In severe hypertension, Serpasil is valuable as 
a primer. By adjusting the patient to the physio- 
logic setting of lower pressure, it smooths the 
way for more potent antihypertensives. 
In all grades of hypertension, Serpasil may be 
used as a background agent. By permitting . 
lower dosage of more potent antihypertensives,. 
Serpasil minimizes the incidence and sever 
of their side effects. | 


*Coan, J. P., McAlpine, J. C., and Boone, J. A.: J. South Carolina M. A, 51:417 (Dec.) 1955. 
gemplete information available on request. 


oth 
: 4 
—— 


DELAWARE MEDICAL JOURNAL OcTOBER, 1960 


Squibb Tripie Sulfas (Trisulfapyrimidines) 


Clinical experience continues to prove that 
TERFONYL provides many special advantages 
fundamental to successful antibacterial therapy. 


specificity for a wide range of organisms «+ superinfection rarely 
encountered «+ soluble in urine through entire physiologic pH range 
* minimal disturbance of intestinal flora + excellent diffusion through- 
out tissues « readily crosses blood-brain barrier * sustained 
therapeutic blood levels + extremely low incidence of sensitization 


SUPPLY: Tablets, O.S5gm. ¢« Suspension, raspberry flavored, 0.5 gm. per teaspoonful (Scc.). 


Squibb Quality—the Priceless Ingredient 


1S A SQUIBB TRAOCEMARK 
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“Sometimes, 
when I have 
a running nose, 
I’d like to 
clear it with 


Siw 


TRIAMINIC™ 
| ae | just to check out 
that systemic 
absorption business. 


Reaches all nasal 
and paranasal 
membranes, huh?” 


...and for humans You can’t reach the entire nasal and paranasal mucosa by putting 
medication in a man’s nostrils — any more than you could by trying to 
with pour it down an elephant’s trunk. TRIAMINIC, by contrast, reaches all 


respiratory membranes systemically to provide more effective, longer- 
RUNNING NOSES... lasting relief. And TRIAMINIC avoids topical medication hazards such 


as ciliary inhibition, rebound congestion, and “nose drop addiction.” 


Indications: nasal and paranasal congestion, sinusitis, postnasal drip, 
upper respiratory allergy. 


Relief is prompt and prolonged Each Triaminic timed-release Tablet provides: 


hye COUSE of t hi is S ji¢ cial time d-re le action Phenylpropanolamine HCl 
Pheniramine maleate 
Pyrilamine maleate 


Dosage: 1 tablet in the morning, midafternoon and at bedtime. 


firet— the outer layer 
7 In postnasal drip, 1 tablet at bedtime is usually sufficient. 


dissolves within 
minutes to produce 


A af Each timed-release Triaminic Juvelet® provides: 


'% the formulation of the Triaminic Tablet. 
then ~ the core Dosage: 1 Juvelet in the morning, midafternoon and at bedtime. 


Each tsp. (5 ml.) of Triaminie Syrup provides: 


hours of relief % the formulation of the Triaminic Tablet. 
Dosage (to be administered every 3 or 4 hours): 
Adults —1 or 2 tsp.; Children 6 to 12—1 tsp.; 

Children 1 to 6 — % tsp.; Children under 1 — \% tsp. 


T R LAM I N I +. timed-release tablets, juvelets, and syrup 


running noses and open stuffed noses orally 


SMITH-DORSEY : a division of The Wander Company - Lincoln, Nebraska 
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in ‘very special’ cases. 


very superior brandy... 
specify A 


HENNESSY 


COGNAC BRANDY 
84 Proof | Schieffelin & Co., New York 
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anorectic-ataractic 


meprobamate 400 mg., with d- amphetamine sulfate 5 mg., Tablets 


FOR THERAPY | 
OF OVERWEIGHT PATIENTS 


» d-amphetamine depresses appetite and 
elevates mood 


= meprobamate eases tensions of dieting 
(yet without overstimulation, insomnia or 
barbiturate hangover). 


Dosage: One tablet one-half to one hour before each meal. | 


A LOGICAL COMBINATION 
IN 
APPETITE CONTROL 


INDEX OF ADVERTISERS 


Abbott Laboratories ............. Insert 
Ames Company ............... .. xlix 
Baynard Optical Co. .............. XXVi 
Borden Company ............... XXXVili 
Bristol Laboratories, Inc. XV, XXxi, xlili 
Burroughs Wellcome & Co. ......... XXli 
Cappeau’s Pharmacy .............. XXV 
Ciba Pharmaceuticals ..... xlv 
Eckerd’s Drug Store .............. XXVI1 
................ XXXVIll 
Friehofer’s Bread ................. XXV1 
Geigy Pharmaceuticals ............. XIV 


Lederle Laboratories .. xxv, Center Spread, 
XXV1, XXVIll, XXXVlil, xl viii 


xlii 
Merck, Sharpe & Dohme ........ V, XXXVi 


XXV 


Montgomery, J. A. ................ XXV 
Parke Davis & Co. .......... ii, ill, XXXix 
Physician’s Casualty & Health XXXVIil 
Roerig, J. B. Co. ....... viii, xxxv, xl, xli 
Robins, A. H. Co. ............. Xili, XXi 
Schieffelin & Co. ................. xlvili 
XXVil 
Smith Dorsey ........ ix, XXlil, xxix, xlvii 
Smith Kline & French ............... l 
Squibb, E. R. Co. ....... vi, Xvi, xxx, xlvi 
Wallace Laboratories ........ X, Xl, XXXil, 

XXXili, XXXVil 
Wesson Oil .................. XVill, Xix 
Winthrop Laboratories ..... xii, Insert, 


XVli, XXXIV 
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e increases bile 
DECHOTYL stimulates 
the flow of bile — 
a natural bowel 
regulator 


© 
DECHOTYL gently stimulates 
intestinal peristalsis 


e softens feces 
DECHOTYL expedites fluid 
penetration into bowel contents 


e emulsifies fats 
. DECHOTYL facilitates 
lipolysis — prevents 

inhibition of bowel motility 
by unsplit fats 


helps free your patient from both... 
constipation and laxatives 


DECHOTYL 


TRABLETS” 


well tolerated...gentle transition to normal bowel function 


Recommended to help convert the patient — naturally and gradually —to healthy 
bowel habits. Regimens of one week or more are suggested to assure mainte- 
nance of normal rhythm and to avoid the repetition of either laxative abuse or 
constipation. 


Average adult dose: Two TRABLETS at bedtime as needed or as directed by a physician. 


Action usually is gradual, and some patients may need I or 2 TRABLETS 3 or 4 times daily. AM ES 
COMPANY, INC 


Contraindications: Biliary tract obstruction; acute hepatitis. indlons 
oronto Ca 


DECHOTYL TRABLETS provide 200 mg. DECHOLIN,® (dehydrocholic acid, AMES), 50 mg. 
desoxycholic acid, and 50 mg. dioctyl sodium sulfosuccinate, in each trapezoid-shaped, 
yellow TRABLET. Bottles of 100. 


*AMES T.M. for trapezoid-shaped tablet. 
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for your depressed dieters... 


DEXAMY Spansule’ capsules 


brand of dextro amphetamine and amobarbital Ta blets Fl xi 


In overweight, ‘Dexamyl’ helps your patients 
stick to their diets by . 


1. overcoming the depression which so 
often causes overeating 


2. relieving the nervousness and irritability so 
frequently caused by strict reducing regimens 


When listlessness and lethargy are problems in reducing, your patients 
will often benefit from the gentle stimulating effect of 


DEXEDRINE® Spansule’ capsules - Tablets + Elixir 


brand of dextro amphetamine 


Each 'Dexamy!’ Spansule sustained release capsule (No. 2) contains ‘Dexedrine’ (brand of SMITH ' 
dextro amphetamine sulfate), 15 mg., and amobarbital, 1% gr. Each ‘Dexamyl’ Spansule cap- ' 
sule (No. 1) contains ‘Dexedrine’, 10 mg., and amobarbital, 1 gr. KLINE & 
Each ‘Dexedrine’ Spansule sustained release capsule contains dextro amphetamine sulfate, FRENCH 


5 mg., 10 mg., or 15 mg. ’ 
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